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ABSTRACT
Despite numerous theories o f obsessive-compulsive disorder (OCD) there remains a lack of 
empirical research exploring the developmental origins o f OCD. This study therefore sought 
to  build on the recent convergence o f cognitive and psychodynamic approaches to  fu rther 
investigate OCD. Specifically this study explored whether responsibility beliefs, as 
hypothesised by Salkovskis e t al. (1999) mediated the relationship between a) perceived 
parenting and symptoms o f OCD and b) current attachment style and symptoms o f OCD. A 
cross-sectional questionnaire design was used w ith 223 non-clinical participants recruited 
from  a population o f undergraduate and postgraduate students. Participants completed the 
Depression, Anxiety and Stress Scale (21) as a measure of mood, the Padua Inventory 
Washington State University Revision as a measure o f OCD symptoms, the Parental Bonding 
Instrument to  assess recollections o f parental rearing styles, the Emotions in Close 
Relationships - Revised as a measure o f attachment style in current relationships and the 
Obsessive Beliefs Questionnaire - Responsibility-Threat subscale as a measure o f 
responsibility. Those who reported higher levels o f OCD symptoms were found to  report 
recollections o f reduced maternal care and increased maternal overprotection, and higher 
levels o f attachment anxiety, but not attachment avoidance. Responsibility beliefs were 
found to  significantly mediate the relationship between perceived maternal parenting and 
OCD symptoms and also between anxious attachment and OCD symptoms. Consequently, 
the findings from  this study provides support fo r parenting style and current attachment 
contributing to  and reinforcing sensitivity to  responsibility which may find expression in 
obsessive compulsive symptoms.
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1. INTRODUCTION
Despite the numerous theories o f obsessive compulsive disorder (OCD) there still remains a 
lack of empirical research examining the developmental origins of obsessionality. The 
current study is interested in the recent convergence of cognitive and attachment theories 
to fu rther investigate OCD. Specifically, this study will explore the suggested relationship 
between perceived parental relationships, current close adult relationships and obsessive 
compulsive symptoms (Doron et al., 2009; Timpano et al., 2010).
Responsibility beliefs have been hypothesised to be an instrumental mechanism in the 
maintenance of OCD (Salkovskis, 1999). Several studies have hypothesised pathways fo r the 
development o f responsibility (Salkovskis, 1999; Coles & Schofield, 2008) but this is still an 
underesearched area. This study aims specifically to  explore whether responsibility beliefs 
mediate the relationship between (a) attachment style and obsessive compulsive 
symptoms and b) perceptions of parenting received and obsessive compulsive symptoms.
W ithin the follow ing sections I hope to provide an overview of relevant theories of OCD and 
the empirical evidence for cognitive and attachment approaches. This w ill encompass 
some o f the recent developments in the area of attachment and OCD research and how 
further exploration using this framework may expand our understanding of OCD, before 
ending w ith the study hypotheses.
2. OCD: Definition and Prevalence
The World Health Organisation lists OCD as the fourth most common mental illness in the 
world (WHO, 1996). It is estimated around 1 in 100 adults and 1 in 200 children are 
significantly handicapped by OCD (Veale & Wilson, 2005).
The impact o f severe OCD as highly disabling in terms of loss o f income and decreased 
quality of life is inadequately reflected in the traditional diagnostic conceptualisation of 
OCD found w ithin the Diagnostic and Statistical Manual of the American Psychiatric 
Association (DSM-IV-TR, 2000) criteria. In this categorical definition o f OCD, the individual 
must have either obsessions or compulsions (DSM-IV-TR). In actuality, many people have 
both.
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2.1 OCD: A Categorical Definition
Table 1. DSM-IV Criteria for OCD (APA. 2000)
Obsessions
1. Recurrent and persistent thoughts, 
impulses or images that are experienced, at 
some time during the disturbance, as 
intrusive and inappropriate and that cause 
marked anxiety or distress
2. The thoughts, impulses, or images are 
not simply excessive worries about real-life 
problems.
3. The person attempts to ignore or 
suppress such thoughts, impulses, or 
images, or to neutralize them w ith some 
other thought or action.
4. The person recognizes that the 
obsessional thoughts, impulses, or images 
are a product of his or her own mind (not 
imposed from w ithout as in thought 
insertion)
Compulsions
1. Repetitive behaviours (e.g. hand 
washing, ordering, checking) or mental acts 
(e.g. praying, counting, repeating words 
silently) tha t the person feels driven to 
perform in response to  an obsession, or 
according to  rules that must be applied 
rigidly.
2. The behaviours or mental acts are 
aimed at preventing or reducing distress or 
preventing some dreaded event or situation; 
however, these behaviours or mental acts 
either are not connected in a realistic way 
w ith what they are designed to  neutralize or 
prevent or are clearly excessive.
The DSM-IV definition also stipulates that: "The obsessions or compulsions cause marked 
distress, are time consuming (take more than 1 hour per day), or significantly interfere w ith 
the person's normal routine, occupational (or academic) functioning, or usual social 
activities" (DSM-IV-TR, 2000, pp. 462-463). As a way of distinguishing the thoughts as 
obsessional rather than psychotic in nature it is also required that, "at some point during 
the course of the disorder, the person has recognized that the obsessions or compulsions 
are excessive or unreasonable"(DSM-IV-TR, 2000, pp. 463)
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2.2 A Critique of Categorical Diagnosis
The traditional DSM-IV defin ition of OCD described here views the condition as 
categorically distinct and perhaps separate from normal human experience. The cognitive 
model and cognitive-behavioural treatm ent approaches have conceptualised OCD as a 
condition which can manifest itself on a continuum of affect, behaviours and beliefs that 
range from normal human experience to disabling and highly distressing (Rassin & Muris, 
2006). This reflects a broad shift in psychological research and practice influenced by critical 
and constructionist approaches to view most mental disorders as a continuum of human 
experience. This continuum approach has also been proposed fo r other mental disorders, 
most notably by Bentall in relation to  psychotic experiences (Bentall, 2004).
2.3 OCD on a Continuum
The presence of unwanted intrusive thoughts in people w ithout OCD was first highlighted in 
a study by Rachman and de Silva (1978) and represented a significant rethinking of OCD and 
a challenge to the categorical diagnostic approach espoused by the DSM. Rachman and de 
Silva's (1978) study found that around 90% of people w ithout OCD reported thoughts that 
were similar in content to  those experienced by people w ith OCD. The findings of this study 
have since been reliably replicated and supported (Rassin & Muris, 2006). As well as 
intrusive thoughts being universal, there are studies which show that the key symptoms of 
OCD lie on a continuum so that people show behaviours and report obsessions that are 
OCD-like but tha t fall under the clinical threshold (Gibbs, 1996). People w ith subclinical 
symptoms are thought to show the same kinds of appraisals as people w ith  diagnosed OCD, 
but to  a lesser degree (Rassin & Muris, 2006). It is therefore legitimate to investigate OCD 
phenomenon in non-clinical populations as the same psychological processes appear to  be 
implicated in the maintenance of subclinical OCD as in clinical OCD.
Viewing OCD on a continuum is important as contemporary cognitive theories of OCD 
suggest that clinical obsessions may arise from the occurrence of normal, unwanted 
intrusive thoughts (Clark, 2004). OCD symptoms have been associated w ith certain 
appraisal styles and this has led to research on cognitive appraisals or beliefs held by people 
w ith OCD. A consideration of these appraisal styles of OCD is central to this study and will 
be discussed further in the cognitive theory section.
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3. Theories of OCD
3.1 Biological Theories of OCD
Some studies have suggested that prevalence rates fo r fam ily members of people w ith OCD 
are somewhat elevated compared w ith the rate seen in the normal population; 5% as 
compared to 1-2% prevalence in the general population (APA, 2004). In terms of subclinical 
obsessive compulsive symptoms, research has suggested that 10-15% o f fam ily members of 
people diagnosed w ith OCD may be affected (NICE, 2005). The increased incidence o f OCD 
and OCD symptoms in family members has led researchers to suggest genetic theories of 
OCD. These theories variously suggest that certain genes may play in role in determining 
brain structures and processes associated w ith OCD (Veale & Wilson, 2005).
However, having a biological vulnerability does not necessitate that a person will certainly 
develop OCD. The diathesis-stress model would suggest that some people may only 
develop symptoms as a result o f an interaction w ith other social or psychological factors 
(Gothelf et al., 2004)
Research on neuro-biological explanations fo r OCD has identified the frontal lobes and 
basal ganglia as possibly implicated in OCD (Menzies et al., 2009). OCD can be related to 
many different kinds of brain abnormalities, including neurotransmitters, over activity of 
brain structures, or the volume of certain brain structures (Baxter, 1992). Although the 
evidence from brain scans would support a biological description of the problem, many of 
the existing brain imaging studies o f OCD are cross-sectional and do not provide evidence 
o f whether the deficits preceded the onset of the disorder. So it is not certain whether 
changes in brain structure are evident prior to the onset o f OCD or are a result o f OCD 
(Baxter, 1992). Discriminating between deficits that play an aetiologically significant role 
and those that may result from symptomatology has not been convincingly demonstrated 
to date (Grisham et al., 2009).
A fundamental lim itation of neurobiological explanations of OCD is that they fail to  account 
for the individual nature and content o f a person's intrusions or compulsions, or 
dysfunctional beliefs in people w ith OCD.
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3.2 Psychodynamic and Psychoanalytic Theories of OCD
According to  psychoanalytic theory, obsessions and compulsions reflect maladaptive 
responses to unresolved conflicts from  early stages of psychological development 
(O'Connor, 2008). In Freud's early work symptoms of OCD were seen to  symbolize the 
patient's unconscious struggle fo r control over drives that are unacceptable at a conscious 
level (Freud, 1909/1955). Freud coined the term 'obsessional neurosis' to describe a set of 
features, now more commonly described as obsessive-compulsive disorder (Freud, 
1909/1955). Freud's 'one person psychology' drive approach focuses upon the internal 
world of the patient and emphasises the emergence of instinctual forces w ithin the person.
Other traditional psychoanalytic understandings after Freud considered the kinds of ego 
defences that were thought to  operate w ithin the obsessional patient. Nemiah and Uhde 
(1989) proposed that three major psychological defensive mechanisms influenced the form 
and quality o f obsessive-compulsive symptoms and character traits: isolation, undoing, and 
reaction formation. 'Isolation of affect', involves splitting o ff one's sense of one's own hate; 
this might also be understood in terms of cognitive concepts of suppression or dissociation. 
'Undoing' refers to a compulsive act that is performed in an attem pt to prevent or undo the 
consequences that the patient anticipates from a frightening obsessional thought or 
impulse -  thus "undoing" acts are often manifested in the compulsive rituals (tapping, 
repeating words or numbers), which do not seem obviously related to the nature o f the 
thoughts or images that cause the anxiety. 'Reaction form ation', could be understood 
alongside the concept o f 'neutralising' and involves turning a malign intent to a benign one.
O'Connor argues that although the emphasis in psychoanalysis changed in the m id­
twentieth century towards a 'tw o  person psychology' understanding of psychological life 
developing w ithin relations w ith others, tha t the effect o f this did not immediately affect 
psychoanalytic thinking around OCD (O'Connor, 2008).
However, in a recent paper Kempke and Luyten (2007) suggested that psychoanalytic 
perspectives, once sidelined in favour of cognitive and biological perspectives, could 
provide key explanatory concepts on which to fu rther understanding of the developmental 
origins of OCD.
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Research from  an Object Relations perspective has proposed that from infancy a person is 
fundamentally oriented toward reaching out, finding, and maintaining a relationship w ith 
the other (Kempke & Luyten, 2007). O'Connor reflects that, "a t the centre of the d ifficu lty 
of the person w ith OCD is a feeling that they cannot access the other as a source of 
comfort, particularly around distressing feelings" (O'Connor, 2008, pp. 90). This observation 
reflects recent developments in the literature on OCD to draw upon attachment theory to 
explain the significance of early relationships, particularly in the development of affect 
regulation and concepts o f self and other.
One basic assumption of psychodynamic theory is that human behaviour and feelings as 
adults (including psychological problems) are rooted in childhood experiences. Attachment 
theory has arguably continued to deepen our understanding of early object relationships 
(Bowlby, 1969). While a d ifferent strain o f psychoanalytic theory and research, the findings 
in attachment studies have continued to  support the validity o f the developmental 
progressions described in object relations. A consideration of attachment is fundamental to 
the purpose of the current study, and will be discussed later.
3.3 Behavioural Theories of OCD
Conversely, behavioural understandings of OCD are not concerned w ith the psychological 
origins or meaning of obsessive-compulsive symptoms. The techniques of behaviour 
therapy are built on the theory that obsessions and compulsions are the result o f abnormal 
learned responses and actions. Obsessions are produced when a previously neutral object 
is associated w ith a stimulus that produces fear. Compulsions (e.g. hand washing) are 
formed as the individual attempts to reduce the anxiety produced by the learned fearful 
stimulus. Avoidance of the object and performance of compulsions is thought to reinforce 
the fear and perpetuate the cycle of OCD. It is fu rther suggested that learned fears also 
begin to  generalize to d ifferent stimuli.
In contrast to psychoanalysis, learning theory models of OCD have gained influence as a 
result o f the success of behaviour therapy for OCD, and are recommended in the current 
NICE guidelines. (NICE 2005). Rachman's (1976) early experiments exposed people w ith 
OCD to obsessional fears inducing anxiety, and demonstrated that when compulsive
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behaviour was prevented patients still experienced a reduction in anxiety but this was 
merely slower. These findings, along w ith later research, informed the development of 
Exposure and Response Prevention (ERP). However, using this approach, individuals can be 
reluctant to undergo guided exposure to cues that normally trigger rituals. For instance, it 
has been reported that 15-25% of patients recommended for ERP therapy either refuse to 
comply or do not complete treatm ent (de Araujo et al., 1996). This high refusal and dropout 
rate may be due to an increase in discomfort and depression frequently reported by 
patients involved in this treatm ent approach. Some studies suggest that fo r patients who 
do complete therapy, 60-85% show some improvement (Foa et al., 1983; Franklin et al.,
1998).
However, although behavioural therapy has proved a successful treatm ent approach for 
OCD it gives no account o f how thinking processes may be involved in the maintenance of 
OCD. ERP is now recommended by the National Institute of Clinical Excellence (NICE), in 
conjunction w ith CBT. Cognitive therapy o f OCD has gained increasing empirical support in 
the past tw o decades and there is evidence for its effectiveness and emerging evidence that 
it may have improved outcomes when combined w ith ERP than w ith ERP alone (Salkovskis 
et a i, 1999).
3.4 Cognitive theory and obsessive beliefs
Perhaps the most comprehensive cognitive model of OCD to date stems from Salkovskis' 
(1985) study. Following this study, there has been a plethora of research developing and 
researching the kinds of appraisals associated w ith OCD (Salkovskis, 1989; OCCWG, 1997, 
2001). The Obsessive Compulsive Cognitions Working Group's (OCCWG) development o f a 
model o f OCD appraisals has sought to explain how and why some intrusive thoughts are so 
salient and distressing to people w ith OCD, and how these appraisals can compel them to 
perform compulsive mental rituals or behaviours. The OCCWG developed the original 
Obsessive Beliefs Questionnaire from a method o f analysing the results o f questionnaires 
asking about cognitive styles amongst people w ith OCD (OCCWG, 2001). From this body of 
work six beliefs styles or factors were derived and proposed as significant and distinct 
cognitive appraisal styles that described how people w ith OCD might make cognitive errors 
in thinking about the ir intrusive thoughts. These were: perfectionism, intolerance of
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uncertainty, importance of thoughts, control o f thoughts, inflated responsibility, and 
overestimation of threat.
Further factor analysis refined these six beliefs refined into three beliefs categories, 
perfectionism/intolerance of uncertainty; importance/control o f thoughts; inflated 
responsibility/overestimation o f threat, to  improve the psychometric properties o f the OBQ 
(OCCWG, 2005). It was found that the original OBQ measure included appraisals that were 
highly correlated suggesting some o f the original belief domains were perhaps measuring 
the same construct (OCCWG, 2005).
Of particular concern for the current study are the theoretical implications from the 
collapsing of the separate 'responsibility' and 'threat' categories into a single 
'responsibility/threat' concept; this is discussed later in the context o f measures of 
responsibility.
The function of these appraisal styles can be understood in context w ith Beck's cognitive 
model fo r depression which proposed that thinking biases, such as personalising, 
catastrophising and black and white thinking, were personally salient ways in which people 
interpreted their experience in the context o f depression (Beck, 1979). Importantly, Beck 
proposed that these also reflected the underlying core beliefs that were fundamentally 
rooted in a person's early experiences and reflected essentially how the person views 
themselves, the others and the world. These core tenets of cognitive theory have been 
central to clinical psychology's approach to all kinds of mental disorder fo r nearly 40 years. 
Particularly in the field o f cognitive research into OCD, the understanding o f how obsessive 
compulsive behaviours and mental acts are maintained by obsessive thinking styles has 
flourished and evolved to develop effective evidence based treatm ent approaches fo r OCD 
(NICE, 2005).
However, there has been debate in the research as to how specific these appraisal styles 
are to OCD, or whether they reflect styles of thinking that are typical o f other affective 
disorders, particularly other anxiety disorders. Whilst it is known that OCD is often co- 
morbid w ith other disorders such as depression and other anxiety disorders (Veale & 
Wilson, 2006), there is not consistent agreement in the literature as to  whether these 
disorders share underlying cognitive process w ith OCD. The type of avoidance or safety 
seeking behaviours seen in OCD can be said to be similar to other anxiety disorders, 
perhaps reflecting a shared underlying aim o f taking action to avoid or escape from  the
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potential threat, that in many situations is normal and adaptive i.e. the “ fight or fligh t" 
instinct (Clark, 2005).
For the purposes of the current study a comprehensive review of the evidence fo r or 
against the specificity o f the other belief domains to OCD will not be presented. The 
present study is concerned w ith the conceptualisation of inflated responsibility; its 
relevance to OCD symptoms and current theoretical perspectives upon the origins of such 
beliefs and this w ill be discussed in detail later
3.4.1 Cognitive Therapy and OCD
Cognitive theory had ascribed a central role fo r appraisals in the maintenance of OCD; 
consequently the development o f cognitive therapy has focused upon challenging these 
appraisals. Since Salkovskis' original theoretical paper, much clinical research has focused 
upon the development o f cognitive treatm ent approaches that have sought to challenge 
the probability and consequences of feared outcomes (Clark, 2004). From this, many 
techniques have developed which allow collaboration between therapist and patient to 
challenge appraisals and the ir outcomes. Such techniques include using objective reasoning 
such as 'logical probability' or a 'responsibility pie chart' to demonstrate 'fau lty ' thinking 
(W hittal & McLean 1998). One criticism that could be levelled at a cognitive approach is 
that many people with OCD can understand rationally that the ir reasoning is not sound, 
however the powerful anxious emotions elicited by the thought and the sometimes 
overwhelming need to perform a compulsive behaviour, can override any logical argument.
However, whilst the cognitive models o ffer an explanation of the maintenance o f OCD and 
the areas that can be targeted for change, they are not explanatory theories of the origin of 
OCD. That is, they explain how OCD is maintained by the presence of intrusive thought 
appraisals, but they do not give an account o f how these unhelpful appraisals develop in 
the first place. This study will explore factors that might be expected to be associated w ith 
the development o f OCD appraisals and as such will help to  elaborate on the cognitive 
models of OCD.
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3.4.2 Responsibility Appraisals and OCD
Rachman (1998) emphasized that interpretations of intrusive thoughts or images related to 
responsibility fo r preventing harm are central to OCD, and that the negative appraisal o f 
intrusions as signifying personal responsibility actually serve to maintain those intrusions. It 
was proposed that this occurs via a maintenance cycle whereby pre-existing beliefs 
concerning responsibility, fo r example "failing to prevent harm is the same as causing 
harm" (Salkovskis, 1999, pp. 1056), could predispose someone to behave in a careful way 
that is initially functional and adaptive. A critical incident in which a person fails to  prevent 
harm, in accordance w ith the ir pre-existing beliefs about responsibility to prevent harm, 
could then escalate the ir 'careful' behaviour into obsessive behaviour.
In this way, both Salkovskis and Rachman proposed that the person's beliefs about 
responsibility are crucial to  the distress experienced, from  the critical incident, and the 
resulting neutralising behaviour; i.e. seeking reassurance, thoughts suppression or 
increased checking. By being unable to  resolve distress caused by a responsibility related 
intrusion, a person learns that the ir distress is intolerable and that neutralising it is the only 
way to reduce distress and feelings of responsibility. The power of the compulsive 
reassurance seeking, mental ritual or behaviour then takes on a special significance; that 
only by enacting this behaviour is the person freed from  the guilt o f responsibility and has 
done everything in the ir power to  prevent harm from occurring again (Wilson & Chambless,
1999).
The underlying significance o f responsibility is reflected in Salkovskis' definitions of 
responsibility as a belief in one's "pivotal power" or personal responsibility to  prevent harm 
and in the potential negative consequences if harm is not prevented (Salkovskis, 1999). 
Salkovskis also suggested that one of these potential negative consequences which would 
be particularly salient to sensitivities o f self-concept, could be 'gu ilt'. This definition has 
been supported by other researchers (Coles & Schofield, 2008; Wilson & Chambless, 1999) 
who propose that the concept o f guilt from being responsible fo r (failing) to  prevent harm 
is salient to a person's self concept. Explanations of the origins o f beliefs about the self, 
and others, is a central concern of the present study and will be explored in later sections.
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3.4.3 The Conceptualisation and Measurement of Responsibility
Psychometric and experimental studies have developed and elaborated the way in which 
inflated responsibility is conceptualised and measured. The theoretical construct o f inflated 
responsibility differs from the everyday use of the term 'responsibility', although fo r the 
purposes of economy of expression in the present study, 'inflated responsibility' w ill be 
referred to as 'responsibility'. The definition of responsibility given by Salkovskis and 
colleagues implicitly includes what was once separately conceptualised as 'overestimation 
of threat'. Inflated responsibility represents a person's belief that there is a high likelihood 
that they will cause or fail to prevent significant harm, activated by critical incidents and the 
attendant intrusions (Salkovskis & Forester, 2002). Central to this proposition is the 
estimation that threat is likely and that the consequences would be significantly awful and 
that the person would be fully responsible fo r these consequences.
The presence of inflated responsibility in people w ith obsessive compulsive symptoms has 
been examined w ith somewhat inconsistent results. Inconsistency w ith definitions of 
responsibility and measures used are probable reasons fo r this. For example a study by 
Frost et al. (1994) used a subscale of the Jackson Personality Inventory (Jackson, 1997) to 
measure responsibility, however this scale appears to assess a moral domain of social 
responsibility, fo r instance one item reads 'I would never cheat on my taxes'. In another 
study Rachman et al. (1995) developed the Responsibility Appraisal Questionnaire 
(Rachman et al., 1995), which defines responsibility in terms of causing harm to others, but 
also more broadly in terms of attitudes to assuming responsibility for people and things in a 
more general sense. A more recent measure, the Pervasive Responsibility Measure (PRM; 
Wilson & Chambless, 1996) also sought to conceptualise responsibility in global terms 
affecting all domains of a person's life.
Conversely, other measures have sought to measure specific cognitive aspects of 
responsibility, such as tapping into responsibility at the level o f automatic thoughts or 
appraisals. One method of achieving this is by presenting respondents w ith a scenario and 
then asking them to endorse a thought tha t reflects how much responsibility they fe lt for 
the outcome, such as the Responsibility Questionnaire (Rheaume et al., 1994). The 
Responsibility Attitudes Scale (RAS; Salkovskis et al., 2000) was another earlier measure 
developed to measure attitudes and assumptions thought to be specific to responsibility; it
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did not however encompass the influence of 'threat' which is central to Salkovskis' current 
definition of responsibility used in this study.
3.4.4 Evidence for Responsibility and OCD Symptoms
In this section I review studies that suggest responsibility appraisals are strongly associated 
w ith OCD (as a maintenance factor). The current evidence is largely comprised of 
correlational studies, but there is also experimental evidence that suggest that 
responsibility beliefs may play a causal role in OCD. There is also evidence that 
responsibility beliefs are more strongly associated w ith OCD than w ith anxiety disorders 
(OCCWG, 2005).
Rhéaume et ol. (1995) observed that responsibility accounted fo r more variance in 
obsessive compulsive symptoms than perfectionism beliefs. Wilson and Chambless (1999) 
examined the relationship between different types of responsibility measures and OCD 
symptoms in a non-clinical student population. Responsibility was defined as 'pervasive 
responsibility', not necessarily relating to OCD, and the Obsessive Beliefs Questionnaire 
(OBQ)-Responsibility subscale of the original OBQ 87 (OCCWG, 2001) was used as a 
measure of responsibility beliefs. It was demonstrated that there was a slightly stronger 
relationship between OCD specific responsibility beliefs (OBQ-R) and OCD symptoms than 
between 'Pervasive Responsibility' Pervasive Responsibility Measure (PRM; Wilson & 
Chambless, 1996) and OCD symptoms.
Some researchers have also suggested that responsibility is more salient fo r certain types of 
OCD symptoms, such as checking. Rachman (1998) observed that during experiments w ith 
non-clinical participants to test exposure to  obsession provoking stimuli, people who 
endorsed checking behaviour reported being less anxious due to presence of the clinician 
as, it was speculated, they were able to project responsibility into the clinician and 
therefore the anxiety fo r personal responsibility was not induced experimentally.
Two early experimental manipulations of responsibility were significant in investigating the 
relationship of responsibility to OCD. Lopatka and Rachman (1995) exposed patients w ith 
OCD to d ifferent levels o f responsibility. In order to  reduce perceived responsibility,
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patients in the experimental condition agreed to  allow the therapist to  assume all potential 
negative consequences during a fixed period o f time. In the control condition, patients 
assumed the full responsibility themselves. The results indicated that in the experimental 
condition, urge to check, perceived length of time needed to check and discomfort were 
significantly reduced. Recently, Ladouceur et ol. (1995) manipulated responsibility in a non- 
clinical population. Results showed that participants in the increased responsibility 
condition checked more during a classification task and reported more discomfort and 
preoccupation regarding errors than participants submitted to a low level o f responsibility. 
These results suggested that increased responsibility can cause OCD symptoms, supporting 
the theoretical views of Rachman and Salkovskis.
Ladouceur et ol. (1997) tested the effects o f an experimental manipulation o f both 
influence and negative consequences on perceived responsibility and checking behaviour 
during a classification task. Participants in the 'influence' condition, where they were told 
successful task completion depended upon their contribution, perceived higher levels of 
responsibility and had more frequent checking behaviour than participants in the potential 
negative consequences condition, where participants were told about the negative 
implications of task failure. This suggests that it is the perception of sole personal 
responsibility fo r an outcome that is more im portant than the perception o f a negative 
outcome per se, but that both these aspects can influence increased perceptions about 
responsibility and checking behaviour.
In some more recent studies, researchers have manipulated participants' feelings of 
responsibility fo r a hypothetical threat situation, e.g. a dripping tap. These have also shown 
support fo r the importance of inflated responsibility in obsessive compulsive behaviour 
(Forester, Wilson & Salkovskis, 2002; Menzies e ta l., 2000).
The definition and role o f responsibility appraisals has been much researched since 
Salkovskis and colleagues' original work hypothesising d ifferent types o f obsessive 
compulsive beliefs (OCCWG, 1999). The sustained interest in and research that has focused 
upon the concept o f responsibility, both from a cognitive and psychodynamic perspective 
(O'Connor, 2008), has produced debate and varying results as to the specificity and relative 
importance of responsibility to the development o f obsessive compulsive symptoms (Coles 
& Schofield, 2008). As previously discussed, some of the variation in results can be
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accounted fo r by differing definitions and measurements of responsibility. However the 
debate focusing upon the origins of responsibility has been lim ited and empirical research 
on this even more so. Theoretical debate about the origins of responsibility (Salkovskis, 
1999; O'Connor, 2007, 2008) has hypothesised the importance o f parenting and the 
development o f attachments relationships in promoting sensitivity to responsibility.
In considering these studies together it can be seen that underlying beliefs about personal 
responsibility seem to be a key concept to understanding the maintenance of OCD. The 
debate as to  whether responsibility cognitions are more relevant to  particular subtypes of 
OCD symptoms is ongoing (Coles & Schofield, 2008). The cognitive model explains how OCD 
is maintained but not adequately how it develops. In order to address this, this study will 
explore factors that may influence the development of responsibility, using Salkovskis and 
colleagues well researched definition, as well as whether responsibility itself may mediate a 
relationship between developmental factors and OCD symptoms. These developmental 
factors will be outlined in the follow ing section.
4. The Development of OCD
There is a dearth w ithin cognitive research in OCD of theories or studies proposing possible 
mechanisms by which OCD-related beliefs may develop. Salkovskis et al. (1999) suggested 
several pathways for the development o f the beliefs associated w ith OCD. For instance, 
rigid parenting patterns w ith extreme codes of duty and conduct, as well as parenting styles 
that encourage implicitly and/or explicitly the importance of responsibility fo r reducing 
threat were argued to increase the likelihood fo r the development o f OCD-related cognitive 
beliefs. However, these suggestions were not empirically tested and so the question of 
why some people develop OCD-related beliefs remains.
4.1 The Origins of Responsibility Beliefs
The current literature supports the notion that responsibility appraisals are strongly 
associated w ith OCD, and that overinflated responsibility may play a role in causing OCD.
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But we do not know why some people develop beliefs about responsibility and others do 
not and this is crucial to aid our understanding of the development of OCD. One consistent 
observation amongst researchers in the field is that there is a dearth o f literature exploring 
the origins of thinking styles specific to OCD (Coles & Schofield, 2008; Doron, 2009). From 
Beck's original cognitive theory, developing an explanation of the influence of a person's 
earliest experiences upon the development of these perceptions of self and other has been 
a key and ongoing task of cognitive approaches. Other theoretical approaches that have 
evolved under the umbrella o f cognitive theory, such as schema theory (Young, 2003) 
emphasise the critical role o f the early environment and relationships in form ing internal 
cognitive-affective structures which determine patterns of thinking and behaviour 
throughout the lifespan.
A further developmental perspective in Guidano and Liotti's (1983) model o f OCD, 
suggested that people w ith OCD were likely to have experienced ambivalent attachment 
relationships and sense of self; where people might feel alternately protective o f and 
dismissive towards themselves. They proposed that responsibility focused schemas in 
people w ith OCD may function to reduce the likelihood o f being viewed negatively by the 
self or others.
Salkovskis and colleagues (1999) theorised five possible pathways to the development o f 
responsibility beliefs. These included: 1) an early developed and broad sense of 
responsibility fo r averting threat; 2) rigid and extreme codes of conduct and duty; 3) 
childhood experiences where sensitivity to ideas of responsibility develops as a result of 
never being confronted by it; 4) an incident in which one's actions or inaction actually 
contributed in a significant way to a serious misfortune; 5) an incident in which it appears 
that one's thoughts and/or action or inaction contributed to a serious misfortune. For the 
purposes of the current study the first three of these theorised pathways addressing 
childhood experiences and parental style are of interest.
4.2 A Transtheoretical Model of OCD
The interest o f the present study is in exploring whether attachment theory's 
conceptualisation of early relationships and the ir significance is a relevant mechanism in
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explaining the possible origins of OCD thinking and behaviour. In particular, this study is 
interested in the concept o f inflated responsibility; and whether attachment style might 
have a significant relationship to  development o f inflated responsibility; and as a 
mechanism by which attachment might influence OCD symptoms. The evolution of 
attachment theory and its application to mood disorders and, more recently, specifically to 
OCD is discussed in the following section.
A recent paper by Kempke and Luyten (2007), suggests that there is a growing convergence 
among psychodynamic and cognitive-behavioural approaches to Obsessive-Compulsive 
Disorder (OCD). From a traditional psychoanalytic point o f view, OCD is mainly 
conceptualized in terms of a constant conflict between feelings of love and hate. More 
recent psychodynamic theories of OCD, such as the object-relational model, focus on the 
role of cognitive-affective schemas of self and others. This notion of mental representations 
(from object relations theory) or schemas (from cognitive theory) links psychodynamic 
formulations to cognitive-behavioural theories of OCD. Moreover, there is increasing 
overlap between psychodynamic and cognitive-behavioural models concerning the core 
dynamics involved in OCD. Concepts such as mentalisation and aspects o f self-perception, 
traditionally viewed as the territo ry of psychoanalytic thought, are being explored in the 
context o f cognitive theory (Doron & Kyrios, 2005). Implications of this convergence for 
future research and clinical practice are discussed.
4.3 Attachment Theory
4.3.1 Defining Attachment and Internal Working Models
The attachment system is considered to be an inborn and biologically adaptive instinctual 
drive that motivates the infant to seek proxim ity to the primary attachment figure (or 
caregiver) in cases o f threat or need (Bowlby, 1969, 1973). The quality o f early attachment 
is determined by the interactions between attachment figures and the infant. In particular, 
the accessibility and sensitivity o f attachment figures to  the infant's signals are considered 
central to how the infant regulates and organises emotional experience. The infant's 
developing biological, psychological and social capacities are hypothesised as being 
processed through the construction of internal working models (IWMs). IWMs are 
theorised to  be internalized representations of the "self" and "other" based on a child's 
interactions w ith their main caregivers. These representations are thought to  contain
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information about whether the caregiver is perceived as responsive to calls fo r support or 
protection (IWMs of other), and whether the self is worthy of receiving help, particularly 
from the caregiver (IWMs of self).
Ainsworth's (1969) "Strange Situation" research proposed the classification of infants 
attachment behaviours into three categories: secure; insecure-avoidant; and insecure- 
ambivalent. Infants in each o f these categories differed in the strategies they used to 
regulate the ir distress. A later additional group of children, initially considered to be 
"unclassifiable", were categorized as "disorganized" (Main, 1991). Ainsworth's classification 
demonstrated how different attachment experiences may lead to the expression of 
attachment behaviours. Attachment classifications have also been reliably associated with 
vulnerability or resilience to childhood psychopathology (Greenberg, 1999).
4.3.2 Infant and Adult Attachment Styles
According to  attachment theory, IWMs influence the child's perceptions of the self and 
others by predisposing the child's selection and interpretation of incoming information in a 
way consistent w ith her or his IWMs of self and others; perhaps not dissimilar to cognitive 
theory about 'core beliefs' influencing assumptions (Beck, 1979). Research findings suggest 
tha t children who differ in the ir attachment type also interpret the ir environment 
differently. For example, differences between secure and anxiously attached children have 
been found in their reactions to  pictures depicting potential social conflict (Suess et al., 
1992).
Advances in adult attachment research have suggested tha t the attachment system 
remains active and affects psychological functioning in adulthood (Fraley, 2002). As w ith  
children, the internalised attachment system affects the way adults construe the ir close 
relationships and regulate distress (M ikulincer & Shaver 2007). In this view, these 
constructions are determined by the IWM of self and others (seen to develop in infancy) 
which underlie the formation of attachment orientations. According to  M ikulincer and 
Shaver, attachment orientations are relatively stable patterns o f interpersonal cognitions 
and behaviours in close relationships and insecure attachment can be measured on tw o 
dimensions of anxious or avoidant attachment. Though there is some debate about the 
names of adults attachment categories, the four categories described in Table 2 are
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thought to  map onto the original categories identified in Ainsworth's (1969) 'strange 
situation' paradigm.
Table 2: A Comparison of Infant and Adults Attachment Styles
Infant Attachment Style Adult Attachment Style
Secure (Ainsworth e ta !.., 1978)
Secure infants often register distress at 
separation from parent, reconnect warmly 
upon the ir return, and reengage in 
exploring environment or in play.
Secure (Bartholomew, 1990; Hazan & 
Shaver, 1994)
Secure adults value interpersonal 
connections, can form  close relationships 
w ithout undue difficulty, and can discuss 
past (good and bad) attachment experiences 
w ith clarity and appropriate affect.
Avoidant (Ainsworth e t al.., 1978)
Avoidant infants sidestep attachment needs 
by turning away from parents and focusing 
on environment; physiological signs of 
distress are measurable despite an absence 
o f overt distress.
Dismissing/Avoidant
Dismissing adults minimize importance of 
interpersonal connections in favour of 
achievement, activity; may have sparse or 
idealized memories of childhood attachment 
figures.
Ambivalent (Ainsworth et al.., 1978)
Ambivalent infants show intense, resistant 
focus on attachment figures w ith extreme 
distress at separation, proximity-seeking 
combined w ith anger or passivity at 
reunion; hard time returning to baseline 
level o f play and exploration.
Preoccupied
Preoccupied adults can be very focused on 
past attachment figures whom they might 
discuss in an angry, helpless or incoherent 
manner; often not satisfied w ith degree of 
closeness in current relationships.
Disorganized (Main & Solomon, 1990)
Disorganized infants show no consistent 
approach to  attachment figures and may 
alternate between avoidant & ambivalent 
styles or otherwise present confusing mixes 
of distress at separation w ith avoidance of 
reunion.
Unresolved
Unresolved adults can appear cognitively 
disorganized in relation to  attachment 
issues; they may be very helpless & victim - 
identified or very hostile & aggressor- 
identified, and may oscillate between 
dismissing and preoccupied positions.
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4.5 Measuring Attachment
Attachment security has been defined as the state of being secure or untroubled about the 
availability of the attachment figure (Ainsworth et al.., 1978). Ainsworth and colleagues 
(Ainsworth et al.., 1978) investigated attachment security using the laboratory procedure of 
the Strange Situation, which involves observation of how a child reacts to the presence and 
departure of both a stranger and the ir parent. This paradigm has been replicated many 
times and is viewed as the 'gold standard' o f attachment measures as it derives from 
directly observed behaviour rather than retrospective self report.
In a recent review of measures of attachment in adults, Ravitz et al. 2010 analysed the 
validity, reliability, and feasibility were tabulated of 29 instruments measuring various 
aspects o f attachment in adulthood. Eleven of the instruments w ith strong psychometric 
properties, wide use, or use in psychosomatic research were then described in detail, 
including both measures used in this study. In addition to reliability and validity, the authors 
advised giving consideration to  relationship focus, attachment constructs, dimensions or 
categories of interest, and the time required for training, administration, and scoring.
4.6 Theoretical and Conceptual Issues in Measuring Attachment
Difficulties in how to conceptualise and empirically measure attachment style in adults may 
once have been a lim iting factor fo r research in this area. The development o f a number of 
instruments designed to measure recollections of early attachment experiences such as the 
Adult Attachment Interview (AAI) (George et al.., 1984, 1985, 1996) and the Parental 
Bonding Instrument (PBI) (Parker et al.., 1979) have enabled research to develop. However, 
the costly training in order to  use the AAI may lim it its use w ithin the research arena. 
Furthermore, developments in the measurement o f romantic and close relationships 
(Bartholomew, 1990; Hazan & Shaver, 1994) have been instrumental in developing both 
categorical (Table 2) and continuous approaches to understanding secure and insecure 
attachment patterns in adulthood.
Fraley (2002) described the d ifferent ways in which early representations might shape adult 
attachment patterns, as falling into tw o perspectives: 'prototype' and 'revisionist'. 
According to the prototype perspective, representations of early experiences are retained
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over tim e and continue to play an influential role in attachment behaviour throughout the 
life course. In contrast, the revisionist perspective holds that early representations are 
subject to modification on the basis of new experiences and therefore may or may not 
reflect patterns of attachment later in life. A fter examining longitudinal data from meta­
analyses Fraley concluded that attachment security was' moderately stable' across the first 
19 years of life.
4.7 Attachment and Psychopathology
There is much research that has supported the link between insecure attachment 
orientations and vulnerability to psychopathology (M ikulincer & Shaver 2003, 2007 for 
reviews). Both attachment anxiety and attachment avoidance are implicated in the 
development and maintenance of affective disorders such as depression (van Ijzendoorn & 
Bakerman-Kranenburg, 1996), anxiety disorders (Warren et al., 1997) and psychotic 
phenomena (Berry et al., 2006). Attachment anxiety has also been linked w ith the later 
development of anxiety disorders such as panic disorder (Manicavasagar et al., 2000; Silove 
et al., 1996).
5. Attachment and OCD
5.1 Attachment and OCD symptoms
There is emerging evidence that insecure attachment styles are associated w ith  OCD, 
although studies in this area are very lim ited. Rosenstein & Horowitz (1996) investigated 
the relationships among attachment classification, psychopathology, and personality traits 
were examined amongst adolescents in a psychiatric unit. The concordance of attachment 
classification was examined in 27 adolescent-mother pairs. Both adolescent and maternal 
attachment status was insecure and highly concordant. Adolescents showing a preoccupied 
attachment organization were more likely to have an affective disorder such as OCD. The 
results would suggest a model o f development o f psychopathology based partially on 
relational experiences w ith parents.
As such there is now a gradually increasing interest in attachment and OCD and support for 
the proposition that OCD is associated w ith insecure attachment and w ith an anxious
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attachment style in particular. It is not clear however why an anxious attachment style 
might increase vulnerability to developing OCD. The cognitive models o f OCD outlined 
earlier showed that particular appraisal and belief styles are associated w ith OCD, but they 
did not elaborate on the origins of these appraisal and belief styles.
Attachment theory is one candidate tha t helps to explain the development o f cognitive 
styles associated w ith OCD.
5.2. Attachment and OCD beliefs
Cognitive models have been criticised fo r describing rather than explaining OCD. Although, 
fo r example, OCD related beliefs have consistently been shown to be associated w ith OCD 
symptoms, however it is not at all clear how these beliefs develop in the first place. 
Attachment theory proposes a mechanism by which responsibility beliefs might develop, as 
the 'insecure child' seeks safety in a world they perceive as unsafe.
There is very little  research however exploring the hypothesised link between attachment 
style and responsibility beliefs. Doron et al. (2009) explored the relationship between 
attachment style, OCD-type appraisals and OCD symptoms in a group of undergraduate 
psychology students. They found that not only was attachment style associated w ith OCD 
symptoms and w ith responsibility and other appraisals (perfectionism, thought control), 
but also that the appraisals mediated the relationship between attachment style and OCD 
symptoms. However, the measure of attachment they used referred to attachment 
experiences in current relationships and did not look at early relationships w ith primary 
caregivers.
From the revisionist perspective of attachment previously discussed, there is compelling 
evidence that attachment style can change from  infancy the adulthood (Fraley, 2002). 
Research has also suggested that adults can hold d ifferent models of attachm ent for 
d ifferent relationships (Pietromonaco & Barrett, 2000; Syngollitou & Daskalou, 2006). As 
such, this study is concerned w ith capturing constructs o f attachment in adults tha t reflect 
their current close relationships and their early experiences of parental relationships as it is 
suggested that these may differ. This study hypothesises that both may be im portant in the 
development of responsibility beliefs and OCD.
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6. Perceived Parenting and OCD
6.1 Perceived Parenting and OCD symptoms
Another methodology fo r measuring attachment in adults has focused not on current 
relationships, but people's recollection o f the parenting they received as a child. Parenting 
behaviour can be seen as contributing to attachment styles but the tw o are not 
synonymous and this is borne out by the weak correlations between measures of 
attachment and measures of recalled parenting behaviour (Parker, 1998). In a review of 
two decades o f research using the Parental Bonding Inventory (PBI), Parker (1998) 
suggested that PBI scales do not map neatly on to attachment styles. One advantage of 
these measures, over measures o f current attachment style, is that they enquire directly 
about parenting received; a possible disadvantage is that responses might be influenced by 
current mental state and current circumstances. However, in a study examining PBI scores 
and measures of OCD symptoms and mood state before and after therapy, Chambless et al. 
(1996) found that PBI scores remained stable despite improvement in symptoms and mood 
state. Moreover, Parker cites evidence that scores on the PBI remain stable over tim e and 
are consistent w ith sibling and parent reports.
As stated above, Salkovskis et al. (1999) theorised that parental behaviour might give rise to 
responsibility beliefs in the child. In particular, they suggested that parental overprotection 
might increase the risk o f developing responsibility beliefs by teaching the child that the 
world is dangerous. They also suggested that lack of parental care and being given 
inappropriate levels o f responsibility (e.g. to look after siblings) might increase the risk of 
the child developing beliefs about the ir personal responsibility fo r preventing harm. In 
other words, Salkovskis et al. suggested that either giving a child too much or too little 
personal responsibility might be a risk factor fo r developing responsibility beliefs, which in 
turn are a risk factor fo r developing OCD later in life. This is also supported by O'Connor's
(2008) discussion o f psychodynamic concepts underlying what he terms 'pro tection ' and 
'exposure' in childhood that could mediate how the child relates to the external world.
Hafner (1988) assessed levels o f perceived parental care and overprotection in a self help 
group for adults who met the diagnostic criteria fo r OCD. Hafner did not use a measure of 
attachment but a measure of perceived parental behaviour. Participants reported low 
maternal and paternal care scores and significantly raised maternal and paternal 
overprotection scores, based upon the PBI norms (Parker, 1979). Whilst these results could
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be critiqued upon numerous methodological grounds, such as not including a comparison 
group, it is consistent w ith the idea that OCD is associated w ith having had difficult 
attachment relationships w ith caregivers. In a similar study, Cavedo and Parker (1994) 
examined the relationship between perceived parental bonding and obsessionality in 344 
non-clinical subjects who completed the PBI and a measure of symptoms o f OCD. The study 
found that higher parental overprotection scores were associated w ith higher scores on 
obsessionality.
Further studies, (Vogel et al., 1997; Myhr et al., 2004), demonstrated mixed support fo r a 
link between parenting and OCD. In studies examining recollected parenting along 
dimensions of overprotection and care, there is evidence that depression may account for 
any relationship between these factors and OCD symptoms (Vogel et al., 1997). In another 
study comparing outpatients w ith OCD and depression to  healthy controls, using a measure 
o f perceived parenting and OCD symptoms, only perceived rejection from a father was a 
significant factor differentiating the OCD from the control group. However it is d ifficu lt to 
compare these studies as they used d ifferent measures of perceived parenting and 
different measures o f OCD symptoms.
Although there is some evidence that (recalled) parental behaviour, and parental 
overprotection in particular, is associated w ith OCD the mechanism by which parental 
behaviour might increase the risk o f OCD is not clearly understood and this is one focus of 
the current study.
6.2 Perceived Parenting and OCD beliefs
Existing research suggests that experiences of, particularly, overprotective parenting may 
be increased in the childhoods o f adults w ith OCD. However, the findings have been 
inconsistent. To date, there has been little  research that has compared parental rearing 
styles w ith OCD type beliefs (Timpano et al., 2010).
Timpano et al. (2010) is one of the few studies which have investigated perceived parenting 
and obsessive compulsive beliefs as well as OCD symptoms. Perceived parenting was 
measured using the Parental Authority Questionnaire, which measures perceived parenting 
along two dimensions of nurture and behavioural control. Results indicated that both OCD 
symptoms and OCD beliefs were significantly associated w ith having received an
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authoritarian parenting style (low nurturing and high behavioural control) and that OCD 
beliefs acted as a partial mediator o f the relationship between parenting style and OCD 
symptoms. However, as yet, no study has examined the relationships between perceived 
parenting, current attachment style and OCD symptoms as this study proposes to.
6.3 Attachment, Perceived Parenting and Responsibility Beliefs
6.4 Limitations within current literature
There is need for replication of the studies described by Doron et ol. (2009) and Timpano 
and colleagues, to confirm the ir initial findings. There is very limited evidence to  date for 
the role of beliefs as a mediating factor between attachment and parenting constructs and 
symptoms of OCD. No study has yet investigated both measures o f current attachment 
style and perceived parenting in relation in relation to responsibility beliefs specifically.
This study will uniquely focus upon exploring the role o f responsibility beliefs in the 
relationship between measures of both early parenting experiences and adult attachment 
and OCD symptoms. Some previous studies, such as Myhr et al. (2004) have used two 
measures of attachment but have not looked at these in relation to OCD beliefs. Timpano et 
al. (2010) found that all OCD beliefs, as measured by the OBQ, mediated the relationship 
between authoritarian parenting and obsessional thoughts; and the most significant 
mediator was w ith the responsibility-threat scale. An im portant lim itation of the ir study 
however was that they did not measure attachment style
7. Rationale for Current Study
As previously discussed, various models have been proposed in order to account fo r the 
aetiology and psychopathology of OCD. Despite the resulting advances made in our 
understanding of OCD there remain several questions that have been poorly addressed. For 
example, how and why people w ith OCD develop the dysfunctional beliefs that m ight result 
in vulnerability to OCD? It has been proposed that an integration of cognitive and
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attachment theory may be a helpful approach in order to  address this question (Doron & 
Kyrios, 2005)
From the theories and evidence reviewed in the present study there is evidence that 
responsibility appraisals are a key cognitive process that relate to OCD symptoms. What is 
not known is, or there has been little  evidence in the literature to  suggest how, beliefs 
about inflated responsibility develop. Reviewing psychoanalytic theory such as object 
relations theory, and more recent cognitive theory, such as Salkovskis and colleagues 
(1999) proposition of several pathways to  responsibility, it seems that attention is turning 
towards relationships and particularly early relationships as crucial in understanding the 
development o f beliefs that may influence OCD.
There is debate as to the extent to which attachment style is stable throughout the lifespan 
and some of the studies reviewed found evidence those measures of parental relationships 
and measures of adult romantic relationships do not correlate highly, suggesting that they 
may well be tapping into different aspects o f attachment as a construct. The present study 
seeks to  replicate and extend the work of Doron et al. (2009) and Timpano et al. (2010) and 
examine whether current attachment style in close adult relationships relates to 
responsibility beliefs and OCD symptoms. The novel aspect of the current study is tha t a 
measure of perceived parenting, to capture the perceptions of care and overprotection, will 
be used and also examined to  see how this may relate to  responsibility and obsessive 
compulsive symptoms. As in Doron et al.'s (2009) study, it is also suggested that the role of 
responsibility beliefs may mediate the relationship between current attachment 
style/perceived parental relationship and OCD symptoms.
8. Hypotheses
It was hypothesised that:
1) Obsessive compulsive symptoms will be significantly associated w ith anxious 
attachment, avoidant attachment, lower levels o f perceived parental care and 
higher levels o f perceived parental overprotection.
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2) Obsessive compulsive symptoms w ill be significantly associated w ith 
responsibility/threat beliefs
3) Responsibility/threat beliefs w ill be significantly associated w ith  anxious 
attachment, avoidant attachment, lower levels o f perceived parental care and 
higher levels o f perceived parental overprotection.
4) Responsibility/threat beliefs w ill mediate the relationship between: (i) anxious 
attachment, avoidant attachment, perceived parental care and perceived parental 
overprotection, and (ii) Obsessive compulsive symptoms. This w ill remain true 
when controlling fo r current symptoms o f depression and anxiety.
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METHOD
Participants
Participants fo r the present study were recruited from a population o f undergraduate and 
postgraduate students in the Faculty o f Arts and Human Sciences at university in the south 
o f England. 2863 potential participants were invited to  participate in the study via email, o f 
which 379 (13.24%) took part. Of this number 156 (41%) were excluded due to  non­
completion o f the full battery o f questionnaires. The to ta l sample size used in the analyses 
was 223, a response rate of 7.81% from  potential participants.
In the tw o previous similar studies (Doron et al. 2009; Timpano et al. 2010) large sample 
sizes were obtained through recruiting students, using an online mode o f data collection. 
This recruitment strategy has demonstrated large sample sizes can be obtained and as 
such, a higher power level was adopted in the present study. An a priori power calculation 
using the th ird version o f G*Power suggested that a sample size o f 191 would provide 
acceptable power (0.95) w ith alpha set at 0.5 fo r a multiple regression analysis w ith four 
predictor variables and assuming a small to  medium effect size (Paul et al., 2007).
The conservative assumption o f a small to  medium effect size was made given the paucity 
o f previous studies to  draw on.
Demographic Information
A summary o f the demographic inform ation is presented in Table 3.
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Table 3. Summary of Demographic Information
Number of participants 223
Age and Gender
Frequency and (percent) of male participants 42 (18.8%)
Frequency and percent of female 181 (81.2%)
participants
Mean and standard deviation of age in years 22.7 (6.72)
Minimum, maximum and range of ages 18-58 (40)
Frequency and percent o f marital status
Single 167 (74.9%)
Married 15 (6.7%)
Civil Partnership 3 (1.3%)
Divorced/separated 3 (1.3%)
Cohabiting 32 (14.3%)
Widowed 3 (1.3%)
Frequency and percent o f education level
A-level/AS Level 143 (64.1%)
Diploma/HND/SRN 7 (3.1%)
Degree (BA,BSc, etc.) 50 (22.4%)
Postgraduate degree/diploma 23 (10.3%)
Frequency and percent o f ethnic background
White British 173 (77.6%)
White Irish 3 (1.3%)
Any other White background 28 (12.6%)
Black British 3 (1.3%)
Indian 3 (1.3%)
Chinese 1 (0.4%)
Any other Asian background 1 (0.4%)
Any other mixed background 5 (2.2%)
Any other background 6 (2.7)
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Design
This study utilised a cross-sectional design. A selection of validated self-report 
questionnaires was used to collect data on each of the variables.
Measures
The follow ing questionnaires were accessed via a website hosted on the university server 
and accessible only by the Principle Investigator and a Psychology Technician.
1. Background Information
A questionnaire designed specifically for this study containing questions pertaining to  age, 
education, ethnic background and other relevant demographic information.
2. Emotional Wellbeing
Depression, Anxiety and Stress Scale -  short form (DASS - 21), (Lovibond & Lovibond, 
1995a)
Doron et al.'s (2009) original study used the second version o f the Beck's Depression 
Inventory (BDI-II) to  measure depression in participants. Due to the cost implication of 
using the BDI-II, the DASS-21 was chosen as a freely available and suitably valid and reliable 
alternative. The depression scale on the DASS-21 has good concurrent validity w ith the BDI- 
II, w ith high correlations between the scales (Henry & Crawford, 2005) suggesting that the 
DASS-21 is a reasonable alternative to the BDI-II. The DASS-21 also has the advantage of 
measuring anxiety and stress in addition to  depression.
The DASS-21 is a measure that assesses three negative emotional states: Depression and 
Anxiety and Stress (Lovibond & Lovibond 1995a). There are 21 items (7 items fo r each 
emotional state). The self-report form at consists o f statements referring to the past week. 
Each item is scored on a 4-point scale (0 = Did not apply to me at all, to  3 = Applied to  me 
very much or most o f the time).Scores from each subscale are summed and multiplied by 
two. The total score and each of the subscales have been found to be both reliable and
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valid measures o f negative affect (Henry & Crawford, 2005). In a recent study (Timpano et 
al., 2010), the DASS demonstrated excellent internal consistency (Cronbach's alpha = .95). 
In the current study good internal consistency was demonstrated w ith alphas of .91 for the 
depression scale and .78 for the anxiety scale.
3. OCD symptomology
Padua Inventory -  Revised (Pl-R) Burns et al., 1996
Obsessive compulsive symptoms were assessed w ith the Padua Inventory -  Revised (Pl-R, 
Burns et al., 1996). The Pl-R is a 39-item inventory measuring the degree of disturbance 
caused by a range o f intrusive thoughts and compulsive behaviours, across five subscales: 
(a) obsessional thoughts of harm to self or others (7 items, e.g., "I imagine catastrophic 
consequences as a result if absent-mindedness or m inor errors tha t I make"); (b) 
obsessional impulses o f harm to self or others (9 items, e.g., "while driving I sometimes feel 
an impulse to drive the car into someone or something"); (c) contamination obsessions and 
washing compulsions (10 items, e.g., "I find it d ifficu lt to  touch an object when I know it has 
been touched by strangers or by certain people"); (d) checking compulsions (10 items, e.g., 
"I tend to keep on checking things more often than necessary"); and (e) dressing rituals (3 
items, e.g., "Before going to sleep I have to  do certain things in certain order").
The scale and its subscales have been found to  have adequate internal consistency (as 
ranging from .77 to .88), test-re test stability over a 7-month interval [rs ranging from  .61 to 
.84) and discriminant validity (Burns et al.f 1996). In Doron et al.'s study (2009), Cronbach a 
was .94 fo r the total scale, and as for the subscales ranged from .79 to  .91. In the current 
study sample adequate internal consistency was demonstrated w ith an alpha of .73 fo r the 
total scale.
4. Responsibility beliefs
Obsessive Beliefs Questionnaire-44 (OBQ-44), (OCCWG, 2005)
Responsibility beliefs were assessed using the Responsibility-Threat scale from  the 
Obsessional Beliefs Questionnaire-Revised (OBQ, OCCWG, 2005). This scale is a 44-item
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self-report measure of cognitions associated w ith OCD. The instrument has three subscales: 
(1) Responsibility/Threat Estimation, consisting of 16 items about preventing harm from 
happening to oneself or others, the consequences of inaction, and responsibility fo r bad 
things happening (e.g., "Harmful events w ill happen unless I am very careful"); (2) 
Perfectionism/Certainty, consisting of 16 items reflecting high standards, rigidity, concern 
over mistakes and feelings o f uncertainty (e.g., "For me, things are not right if they are not 
perfect"); and (3) Importance/Control o f thoughts, w ith 12 items concerning the 
consequences of having intrusive distressing thoughts and the need to rid oneself of 
intrusive thoughts (e.g., "Having a bad thought is morally no d ifferent than doing a bad 
deed"). Doron et ol. (2009) reported good internal consistencies of these scales tha t ranged 
from 0.85 to 0.91. The RT scale demonstrated good internal consistency w ith the current 
study sample; an alpha of .89 was calculated.
It was decided to administer the whole questionnaire rather than to  separate out the RT 
subscale as this might have affected the reliability and validity o f the findings. The RT 
subscale has been found to correlate well w ith other measures of Responsibility such as the 
RAS and the RAQ. (OCCWG, 2005b)
5. Recollected Parental Rearing Style
The Parental Bonding Index (PBI) (Parker, Tupling & Brown, 1979)
The Parental Bonding Instrument (PBI; Parker, Tupling & Brown, 1979) is a 25 item self- 
report measure of an individual's recollection of his or her parent's childrearing practices 
up to  the age of 16. The measure is completed fo r each parent or significant male and 
female caregiver. It contains a care subscale which consists o f 12 items and an 
overprotection subscale made up of 13 items. Each item is rated on a four-po in t Likert scale 
ranging from 'very like' to 'very unlike'. Both subscales have been shown to  possess a high 
internal consistency (split half reliability was .88 fo r the care scale and .74 fo r the 
protection subscale; (Parker, Tupling & Brown, 1979) and test-retest reliability (care 
subscale =.75 and protection subscale =.68, W ilhelm & Parker, 1990). Participants' 
responses have been shown to be significantly correlated w ith the reports o f the ir parents 
and siblings in both clinical and non-clinical populations (Parker, 1981; 1989) and to be 
independent o f mood effects (Parker, 1981). In the current study, good internal
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consistency was demonstrated in the both the care scale (a = .94) and overprotection scale 
(a = .87).
6. Adult Attachment Style
Experiences in Close Relationships Questionnaire (ECR) (Fraley, Waller, & Brennan, 2000)
Attachment style in current relationships was assessed using the Experiences in Close 
Relationships inventory fECR; Brennan et al., 1998). The ECR is a 36-item that measures 
individual variations along tw o dimensions of attachment anxiety and attachment 
avoidance in current relationships. Participants rate the extent to which each item 
describes the ir feelings in current close relationships on a 7-point scale ranging from  1 (not 
at all) to 7 (very much). Eighteen items assess attachment anxiety (e.g. "I worry about being 
abandoned") and eighteen assess avoidant attachment (e.g., "I prefer not to  show a 
partner how I feel deep down").
The reliability and construct, convergent, discriminant, and predictive validity o f the ECR 
subscales have been repeatedly demonstrated in d ifferent nations and age groups, and in 
both non-clinical and clinical groups (Brennan et al., 1998, and Mikulincer & Shaver, 2007). 
Test-retest reliabilities (3-week interval) were .70 fo r each subscale (Brennan et al., 1998). 
In the Doron et al.'s study (2009) study, Cronbach a  was .90 for the anxiety and .93 fo r the 
avoidance subscales. In the current study good internal consistency was also demonstrated 
fo r the anxiety scale (a = .86) and the avoidance scale (a = .85).
Ethical Considerations
The study was granted ethical approval by the host university. All participants were 
provided w ith information prior to participation which outlined what participating in the 
study involved and the ir rights as a participant (Appendices 1 and 2). Participants were able 
to take as much time as they wished to read this information before deciding whether to 
participate. All participants completed a consent screen (Appendix 3) prior to  participating 
and were made aware that they were free to w ithdraw at any point. The investigators took 
in to consideration that answering questions relating to  mood, obsessive-compulsive
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symptoms, relationships and recollections of the ir childhood experience of parents could 
have been potentially upsetting fo r some participants and therefore all participants were 
provided w ith information as to  appropriate sources of support at the end of the study.
All data was used and stored in accordance w ith the Data Protection Act.
The study was reviewed by the University o f Surrey Faculty o f Arts and Human Sciences 
Research Ethics Committee and received a favourable ethical opinion (Appendix 5).
Procedure
Recruitment o f Participants
Participants for the present study were recruited from  a population of 2863 undergraduate 
and postgraduate students in the Faculty o f Arts and Human Sciences at the University of 
Surrey. Potential participants were approached via an email (See Appendix 1) outlining the 
details o f the study and inviting them to take part. This recruitment procedure was used in 
order to address one of lim itations identified by Doron et al. (2009) whose study recruited 
solely psychology undergraduates who may not have been naive to the research area. The 
recruitment o f undergraduate and post graduate students was chosen to provide a sample 
that could hopefully be more heterogeneous than most undergraduate psychology cohorts 
and provide access to a larger number of participants in order to give the study sufficient 
power. Previous research has suggested, (Doron et al., 2009), that OCD symptoms are best 
conceptualised as dimensional which supports the appropriateness of studying OCD related 
phenomena in non-clinical subjects.
Participants that were interested in taking part in the study were directed via a link in the 
recruitment email to a purpose built website (Appendix 1). This website provided 
participants w ith an information screen (Appendix 2) which also gave participants 
information on the prize draw and how to enter this on completion of the study. This was 
followed by a screen containing the consent form  (Appendix 3) which had to  be completed 
before participants could progress to the questionnaire battery. The questionnaires
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required participants to check boxes. The questionnaires were completed in the order 
outlined above.
Following completion of the questionnaires, participants were provided w ith a debrief 
screen (Appendix 10) providing contact details for any participants who may have 
experienced distress in completing the questions and contact detail fo r the researcher for 
participants who wished to  be entered in the prize draw and/or received a summary of 
findings upon the study's completion.
Planned Statistical Analyses
Statistical analyses were performed using SPSS version 18.0 fo r Windows.
Data Screening
Firstly, it was planned to  screen data for missing values, errors and outliers. Due to  the 
online requirement to  respond to each item in order to  proceed to  the end o f the end of 
the questionnaire, there were no missing values. It was planned to  assess the distribution 
of data fo r each variable using a) histograms, b) skewness and kurtosis values and c) 
Kolmogorov-Smirnov tests.
Correlations
Pearson's correlation analyses were planned unless data violated the assumption o f fitting  
the normal distribution, in which case the non-parametric Spearman's correlation analyses 
were planned.
Mediation Analyses
Mediation analyses were planned to fu rther investigate the relationships between the main 
variables of this study (hypothesis 4). Mediation occurs when a variable increases or
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decreases the effect o f a predictor variable on a dependent variable. The role o f 
responsibility beliefs in this study to  mediate the relationship between parental bonding 
and attachment experiences, and OCD symptoms was investigated using Baron and Kenny's 
(1986) causal steps. Figure 1 shows an illustration of the process of mediation as described 
by Baron and Kenny (1986) w ith the variables included in this study.
Figure 1. Responsibility beliefs as a mediator of parental bonding experience, attachment 
style and obsessional behaviour.
Mediator variable
Responsibility
beliefs
Independent variable
Attachment style
Independent variable
Attachment style
Independent variable
Parental bonding 
experience
Dependant variable
Obsessional
behaviour
Independent variable
Parental bonding 
experience
Dependant variable
Obsessional
behaviour
Baron and Kenny's (1986) criteria fo r perfect mediation specifies that the independent 
variable(x) does not predict the dependent variable (y) when controlling fo r the mediator 
(m). Partial mediation is said to  have occurred if the unstandardized regression coefficient
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has reduced but is not zero. Baron and Kenny's casual steps however, do not test the 
significance o f the indirect pathway. Therefore, tw o further tests were planned. The Sobel 
test was selected as it provides a one step test o f significance. In addition, Bootstrap 
Confidence Intervals (Cl) were planned to  be calculated if the dependent variable was not 
normally distributed. The Sobel and Bootstrap CIs were planned using an SPSS macro 
developed by Preacher and Hayes (2004) and 1000 bootstraps were used.
It was planned to  check the assumptions fo r multiple regression analysis, including no 
perfect multicollinearity, homoscedasticity and independent errors (Field, 2005). Unless 
otherwise stated, it can be assumed that the assumptions fo r conducting multiple 
regression analysis were met.
Controlling fo r Depression and Anxiety
Finally, it was planned to  repeat the mediation analyses controlling fo r current symptoms o f 
anxiety and depression. The SPSS macro developed by Preacher & Hayes (2008) was used 
to  control fo r anxiety and depression scores before repeating the mediation analyses 
described above.
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RESULTS
Data Screening
The data were firstly screened to check for missing values. Due to the online requirement 
to respond to each item in order to proceed to the end of the end of the questionnaire, 
there were no missing values. Those participants who did not complete all tests in the 
battery were not removed from the datasheet and were not included in the analysis, giving 
a tota l o f 223 participants who completed all the measures.
The data were also screened to check if they met the assumption o f fitting  the normal 
distribution for all major variables. Histograms were produced and visually checked for 
each variable. Each variable was examined fo r outliers that were more than 3 standard 
deviations from the mean to  see if they exerted an undue influence on analysis. Using z 
scores to identify outliers, Field (2005) suggests that we would expect to see 95% of cases 
w ith an absolute value of less than 1.96, 5% (or less) w ith an absolute value of greater than 
1.96, and 1% (or less) w ith an absolute value greater than 2.58, and no cases above 3.29. A 
small number o f outliers fo r each variable were identified. These were left in as they did 
not significantly affect the final multiple regression model.
As part o f the multiple regression analyses, residuals were also examined to  determine the 
error present in the multiple regression model. 3 cases were identified as having large 
residuals these were further examined and it was found that they did not have a 
disproportionate effect on the final multiple regression model.
As parametric analyses were planned, tests o f skewness and kurtosis and Kolmogorov- 
Smirnov tests were conducted on each of the variables demonstrating that all except two 
variables (Appendix 7) were significantly d ifferent from the normal distribution. Only ECR-R 
- anxious attachment, 0(223) =.051, p <.05 and OBQ- responsibility-threat beliefs, 0(223) 
=.056, p <.05, did not differ significantly from the normal distribution. Natural log and 
square route transformations were performed on all non-normally distributed variables. 
However this made little difference when fu rther skewness, kurtosis and Kolmogorov- 
Smirnov tests were conducted, w ith the data still not fitting  the normal distribution. Field
(2009) recommends against testing data for skewness and kurtosis for large sample sizes 
(defined as N=200 or more) as increasingly small standard errors fo r larger samples tends to
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overestimate skewness and kurtosis and that the Kolmogorov-Smirnov test is also less 
reliable fo r large samples. However, it was decided where possible to  conduct non- 
parametric analyses or analyses that did not depend on the data being normally 
distributed. Assumptions fo r specific analyses w ill be reported later.
48
Va
ria
bl
es
 
PI
-W
SU
R 
FB
I 
FB
I 
FB
I 
FB
I 
fa
th
er
 
EC
R-
R 
EC
R-
R 
OB
Q-
44
 
DA
SS
-2
1 
DA
SS
-2
1 
to
ta
l 
m
ot
he
r 
m
ot
he
r 
fa
th
er
 
pr
ot
ec
t 
an
xi
et
y 
av
oi
d 
Re
sp
 
de
pr
es
s 
an
xi
et
y
 
ca
re
 
pr
ot
ec
t 
ca
re
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
PI-
WS
UR
 
1 
-.2
43
** 
.25
9*
* 
-.0
45
 
.00
5 
.40
2*
* 
.11
0 
.55
2*
* 
.4
25
** 
.4
51
**
 
to
ta
l
Table 4: Correlations for all variables
£
o
*
<3- CTi 0 0 CD in
O O m 00in cm ’=3' -3
<u to 
E -a
g r-4 *r>- in CD in
q 00 o 00rH m 3^" in fN
<
C l 1 0
ro £
il
I  a
ro co
U  CL
<u
E
0)
u ■£ 
2 -2
2 y c y  > -  a. m O 2 Q
I S
I s
49
Table 5. Means and standard deviations for all variables
Minimum
Score
Maximum
Score
N Mean Standard
deviation
PI-WSUR total 0 89 223 18.34 17.34
PBI mother care 2 36 223 27.95 7.93
PBI mother 0 35 223 12 6.83
protect
PBI father care 1 36 206 19.45 8.51
PBI father protect 0 27 206 15.18 6.83
ECR-R anxiety 21 116 223 66.48 19.01
ECR-R avoidance 19 96 223 49.54 16.66
OBQ-44 15 102 223 48.80 16.12
responsibility 
D ASS-21 0 40 223 10 9.67
depression 
D ASS-21 anxiety 0 38 223 7.23 7.22
PI-WSUR = Padua Inventory (Washington State University Revision); PBI = Parental Bonding 
Instrument; ECR-R = Emotions in Close Relationships (Revised scale); OBQ-44 = Obsessive Beliefs 
Questionnaire (Responsibility/Threat Scale); DASS-21 = Depression, Anxiety and Stress Scale.
The low mean and large standard deviation on the PI-WSUR scores and other variables are 
indicative of the positively skewed distributions found during data inspection. The results of 
PI-WSUR in particular demonstrate that the majority o f the nonclinical population were 
scoring well below the actual scale mean, indicating lower levels o f reported symptoms of 
OCD. In comparing participants' scores in this study w ith those from Doron et ol.'s (2009) 
study, the range and mean scores for ECR-R attachment anxiety and OBQ responsibility 
beliefs are very similar.
Parental Bonding Instrument (PBI) and Experiences in Close Relationships Revised (ECR-R)
It could be argued that the PBI and ECR are measuring the same construct and therefore 
that both measures are not needed; hence violating the assumption of multicollinearity. 
Therefore, in order to assess the relationship between the PBI and ECR-R, the Spearman's 
correlation analyses between the PBI and ECR-R scales were reviewed (Table 2). It can be 
seen that there were significant but not strong correlations between the anxious 
attachment and maternal care, rho(223)=-.163, p=<.001, and maternal overprotection
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scales, rho(223)= .177, p=<.001. The anxious attachment scale did not correlate significantly 
w ith either the paternal care or overprotection scales. However there was a significant 
relationship between these scales was between ECR-R avoidance attachment and paternal 
care rho{223) =-.343, p=<.001, and paternal over protection rho{223) =.329, p=<.001. 
Avoidant attachment also has a significant, but not strong, correlation w ith maternal care, 
rho{223) = -.136, p=<.001.
This would suggest that the ECR-R and the PBI are d ifferent aspects o f attachment and 
therefore it is legitimate to include both relationship measures in the analysis. However the 
significant relationship between the avoidant attachment and paternal subscales will be 
discussed later.
Hypothesis Testing
Tests o f the hypotheses outlined earlier will now be reported.
Hypothesis 1 
Obsessive compulsive symptoms will be significantly associated with anxious attachment, 
avoidant attachment, lower levels of perceived parental care and higher levels of 
perceived parental overprotection.
Spearman's correlations shown in Table 6 were used to explore the relationship between 
anxious and avoidant attachment style and obsessive compulsive symptoms and also 
between perceived paternal and maternal care and overprotection and obsessive 
compulsive symptoms.
These are reproduced from Table 4 in order for ease of reading.
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Table 6. Spearman's correlations between PI-WSUR, PBI subscales and ECR subscales
- 
M
ot
he
r 
ca
re CD
- 
M
ot
he
r 
rp
ro
te
ct
io
n ro
u
CD_c
CDLi_
1 - 
Fa
th
er
 
■p
ro
te
ct
io
n
-R 
an
xi
ou
s c
CD
T 3
"o>
CD
CC
PB
I -
PB
I -
 
O
ve
i
PB
I-
PB
I -
 
ov
er
EC
R cdu
LU
PI-WSUR total -.243** .259** -.045 .005 .402** .110
Note: ^significant at p=.005 ^s ig n ifican t at p=.001
Table 6 shows that both the PBI maternal care and overprotection scales and the anxious 
attachment scale o f the ECR-R were significantly related to  obsessive-compulsive symptoms 
as measured by the PI-WSUR. There was a significant negative relationship between 
maternal care and obsessive compulsive symptoms w ith lower PBI-mother care scores 
relating to higher PI-WSUR scores. There was a significant positive relationship between 
both maternal overprotection and anxious attachment and obsessive compulsive 
symptoms, w ith higher scores on these scales relating to higher scores on the PI-WSUR.
However, o f particular note is that neither the paternal care or protection scales related 
significantly to obsessive compulsive symptoms. Similarly avoidant attachment did not 
significantly relate to obsessive compulsive symptoms. As such, Hypothesis 1 is partially 
supported.
Hypothesis 2 
Obsessive compulsive symptoms will be significantly associated with responsibility/threat 
beliefs
Spearman's correlation was used to explore the relationship between responsibility-threat 
beliefs and obsessive compulsive symptoms.
As shown in Table 4 there was a significant correlation between OCD symptoms, as 
measured by the PI-WSUR, and responsibility-threat beliefs, as measured by the OBQ 
responsibility-threat scale, rho{223)=.552, p=<.001. This suggests a positive relationship 
w ith higher scores on responsibility-threat beliefs relating to higher scores on obsessive 
compulsive symptoms, fully supporting hypothesis 2.
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Hypothesis 3
Responsibility/threat beliefs will be significantly associated with anxious attachment, 
avoidant attachment, lower levels of perceived parental care and higher levels of 
perceived parental overprotection.
Spearman's correlations were conducted in order to explore the relationship between 
responsibility-threat beliefs and attachment and perceive parental bonding.
Table 7. Spearman's correlations between OBQ - Responsibility beliefs, PBI and ECR 
subscales.
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OBQ - Responsibility -.246** .180** -.163* .039 .446** .180**
Note: ^significant at p=.005 ^s ig n ifican t at p=.OOl
Table 7 shows that both the PBI maternal care and overprotection scales and the paternal 
care scale were significantly related to responsibility-threat beliefs as measured by the 
OBQ-44. There was a negative relationship between maternal and paternal care and 
responsibility-threat beliefs w ith lower PBI scores relating to  higher OBQ scores. There was 
a positive relationship between both maternal overprotection and responsibility-threat 
beliefs w ith higher scores relating to higher scores on the OBQ.
Similarly there was a significant positive relationship between both anxious and avoidant 
attachment style and responsibility-threat beliefs w ith higher scores relating to  higher 
scores on the OBQ. The only scale that was not significantly related to responsibility-threat 
beliefs was the paternal overprotection scale.
As such, Hypothesis 3 is partially supported.
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Hypothesis 4
Responsibility/threat beliefs will mediate the relationship between: (i) anxious 
attachment, avoidant attachment, perceived parental care and perceived parental 
overprotection, and (ii) Obsessive compulsive symptoms. This will remain true when 
controlling for current symptoms of depression and anxiety.
Mediation analyses were planned using Baron and Kenny's (1986) process for each of the 
four relationship measures. A bootstrapping technique was also applied as this method 
does not depend upon data being normally distributed using the Sobel and Indirect 
Preacher and Hayes' (2004, 2009) SPSS macros. The Indirect macro replicates the Sobel 
macro but allows for statistical control o f potential confounding variables.
Mediation analysis was not conducted upon the avoidant attachment variable or the PBI 
Father care and protection variables as these were not significantly correlated w ith OCD 
symptoms, (Table 4), and therefore the first step of the Baron and Kenny method was not 
met making a mediation analysis unwarranted.
The first three steps of the Baron and Kenny process were met fo r the other three 
relationship measures, as shown in the following analyses.
4a) Anxious Attachment
Table 8. Responsibility-Threat beliefs mediating the relationship between anxious 
attachment (ECR-R) and OCD symptoms (PI-WSUR)
Baron and Kenny's steps (direct and indirect effects)
Variables Path P SE t P
1) ECR-ANX->PI-WSUR c .3450 .0583 5.913 .0000
2) ECR-ANX->OBQ- RESP a .3899 .0509 7.667 .0000
3) OBQ-RESP->PI-WSUR b .5755 .0669 8.601 .0000
4) ECR-ANX ->PI-WSUR c' .1206 .0569 2.119 .0352
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Sobel Test (indirect effect)
Point estimate SE LL 95% Cl UP 95% Cl z P
.2244 .0394 .1472 .3015 5.702 .0000
Bootstrap (indirect effect)
M (Point estimate) SE LL 95% Cl UP 95% Cl
.2244 .0435 .1426 .3163
PI-WSUR = Padua Inventory (Washington State University Revision); PBI = Parental Bonding 
Instrument; ECR-R = Emotions in Close Relationships (Revised scale); OBQ-44 = Obsessive Beliefs 
Questionnaire (Responsibility/Threat Scale); DASS-21 = Depression, Anxiety and Stress Scale.
Paths a, b and c were all significant and therefore met the first step o f Baron and Kenny's 
(1986) assumptions for mediation analysis. The criteria was again met fo r partial mediation 
as the effect o f anxious attachment (unstandardized beta= -.345 path c) was smaller after 
controlling for the effect o f the mediator responsibility/threat beliefs (unstandardized 
beta= .121) but did not reduce to zero.
The Sobel test was significant (z= 5.702, p<.0001) and the bootstrapping 95% confidence 
intervals did not include 0 (.1426 to  .3163). Therefore beliefs about responsibility and 
threat significantly mediate the relationship between anxious attachment and OCD 
symptoms.
The second part o f the hypothesis is that this will remain true when controlling fo r anxiety 
and depression. In order to  see if this finding would remain true when controlling fo r 
anxiety and depression a final multiple regression analysis was conducted using SPSS.
In this analysis OCD symptoms (PI WSUR) was entered as the dependent variable, the 
measures of anxiety and depression (DASS-anxiety and DASS-depression) were entered on 
the first block using the enter method and the responsibility-threat variable on block 2 and 
anxious attachment on block 3 were entered using the enter method. The relationship 
between responsibility-threat beliefs and OCD symptoms remained significant when 
controlling for anxiety and depression (3 = .377, p = < .001) and the relationship between
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attachment anxiety and OCD symptoms was no longer significant (3 = .060, p = .301) when 
controlling fo r anxiety, depression and responsibility-threat beliefs.
Preacher and Hayes' (2008) indirect macro was used to assess the significance of the effect 
when depression and anxiety were controlled for. The bootstrapping 95% confidence 
intervals demonstrated this effect was significant and did not include 0 (.0514 to .1597).
This suggests that responsibility-threat beliefs significantly mediate the relationship 
between attachment anxiety and OCD symptoms even when controlling fo r anxiety and 
depression and therefore that the relationship is not simply attributable to  state anxiety or 
depression
4c) Maternal Care
Table 9. Responsibility/Threat beliefs mediating the relationship between perceived 
maternal care (PBI mother care) and OCD symptoms (PI-WSUR)
Baron and Kenny's steps (direct and indirect effects)
Variables Path P SE T P
1)PBI-MC->PI-WSUR c -.5843 .1402 -4.168 .0000
2) PBI-MC->OBQ - RESP a -.5205 .1280 -4.068 .0001
3) OBQ-RESP->PI-WSUR b .6044 .0616 9.812 .0000
4) PBI-MC->PI-WSUR c' -.2697 .1215 -2.220 .0274
Sobel Test (indirect effect)
Point estimate SE LL 95% Cl UP 95% Cl z P
-.3146 .0841 -.4794 -.1498 -3.742 .0002
Bootstrap (indirect effect)
M (Point estimate) SE LL 95% Cl UP 95% Cl
-.3146 .0863 -.4868 -.1443
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Paths a, b and c were all significant and therefore met the firs t step o f Baron and Kenny's 
(1986) assumptions fo r mediation analysis. The criteria were again met fo r significant 
mediation as the effect o f anxious attachment (unstandardized beta= -.584 path c) was 
smaller after controlling fo r the effect o f the mediator responsibility/threat beliefs 
(unstandardized beta= -.269) but did not reduce to  zero.
The Sobel test was significant (z= -3.742, p= .0002) and the bootstrapping 95% confidence 
intervals did not include 0 (-.4868 to  -.1443). Therefore beliefs about responsibility and 
threat significantly mediate the relationship between anxious attachment and OCD 
symptoms.
Once again, in order to  see if this finding would remain true when controlling fo r anxiety 
and depression a final multiple regression analysis was conducted using SPSS. In this 
analysis OCD symptoms (PI_WSUR) was entered as the dependent variable, the measures 
o f anxiety and depression (DASS-anxiety and DASS-depression) were entered on the first 
block using the enter method and the responsibility-threat variable on block 2 and maternal 
care on block 3 were entered using the enter method. The relationship between 
responsibility-threat beliefs and OCD symptoms remained significant when controlling fo r 
anxiety and depression ((3 = .377, p = < .001) and the relationship between maternal care 
and OCD symptoms was no longer significant (3 = -.089, p = .080) when controlling fo r 
anxiety, depression and responsibility-threat beliefs. Again the bootstrapping procedure 
assessed the effect as significant, as confidence intervals did not include 0 (-.2668 to  - 
.0352).
This suggests tha t responsibility-threat beliefs significantly mediate the relationship 
between maternal care and OCD symptoms even when controlling fo r anxiety and 
depression and therefore that the relationship is not simply attributable to  state anxiety or 
depression
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4d) Maternal Overprotection
Table 10. Responsibility/Threat beliefs mediating maternal overprotection and obsessive 
behaviour
Baron and Kenny's steps (direct and indirect effects)
Variables Path P SE t P
l)PBI-MO->PI-WSUR c .7397 .1641 4.506 .0000
2) PBI-MO->OBQ- RESP a .4304 .1536 2.802 .0055
3) OBQ-RESP->PI-WSUR b .6022 .0595 10.117 .0000
4) PBI-MO ->PI-WSUR c' .4805 .1383 3.475 .0006
Sobel Test (indirect effect)
Point estimate SE LL 95% Cl UP 95% Cl Z P
.2591 .0964 .0702 .4481 2.688 .0072
Bootstrap (indirect effect)
M (Point estimate) SE LL 95% Cl UP 95% Cl
.2591 .0959 .0762 .4513
Paths a, b and c were all significant and therefore met the first step of Baron and Kenny's 
(1986) assumptions for mediation analysis. Once again, the criteria fo r significant mediation 
were met, as the effect of anxious attachment (unstandardized beta= .740 path c) was 
smaller after controlling for the effect o f the mediator responsibility/threat beliefs 
(unstandardized beta= .481) but did not reduce to  zero.
The Sobel test was significant (z= 2.688, p= .0072) and the bootstrapping 95% confidence 
intervals did not include 0 (.0762 to  .4513). Therefore beliefs about responsibility and 
threat significantly mediate the relationship between anxious attachment and OCD 
symptoms.
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In order to  see if this finding would remain true when controlling fo r anxiety and depression 
a final m ultiple regression analysis was conducted. In this analysis OCD symptoms 
(PI_WSUR) was entered as the dependent variable, the measures o f anxiety and depression 
(DASS-anxiety and DASS-depression) were entered on the first step using the enter method 
and the responsibility-threat variable on block 2 and maternal overprotection on block 3 
were entered using the enter method. The relationship between responsibility-threat 
beliefs and OCD symptoms remained significant when controlling fo r anxiety and 
depression ((3 = .377, p = < .001) and the relationship between maternal overprotection and 
OCD symptoms still reached significance but was reduced ((3 = .161, p = .001) when 
controlling fo r anxiety, depression and responsibility-threat beliefs. Once again the 
bootstrapping procedure assessed the effect as significant, where confidence intervals did 
not included 0 (-.0114 to  .1947).
This suggests tha t responsibility-threat beliefs significantly mediate the relationship 
between maternal overprotection and OCD symptoms even when controlling fo r anxiety 
and depression and therefore that the relationship is not simply wholly attributable to  state 
anxiety or depression.
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DISCUSSION
1. Summary of Results
This study aimed to explore the relationship between attachment style and perceived 
parenting style and obsessive compulsive symptoms. Most importantly it also sought to 
explore whether responsibility beliefs mediate the relationship between a) attachment 
style and symptoms o f OCD, on the one hand, and b) perceived parenting and OCD 
symptoms on the other. Finally, due to the high rate of co-morbidity o f OCD w ith anxiety 
and depression (Stein & Fineburg, 2007), this study also sought to examine whether these 
relationships would be affected by the presence of depression and anxiety.
Results from the current study provided partial support fo r all four hypotheses proposed. In 
examining hypothesis 1, there was partial support for the hypothesised relationship 
between perceived parenting, current attachment and OCD symptoms. Specifically, there 
was a significant relationship between both perceived maternal care and maternal 
overprotection and OCD symptoms, but not between the paternal variables and OCD 
symptoms. There was also a significant relationship between current anxious attachment 
style and OCD symptoms, but no significant relationship between current avoidant 
attachment style and symptoms of OCD emerged.
Hypothesis 2 was fully supported as responsibility beliefs correlated significantly w ith OCD 
symptoms. This was a positive relationship w ith greater responsibility relating to  greater 
OCD symptoms.
Partial support was found fo r hypothesis 3 as the maternal care and maternal 
overprotection scales and the paternal care scale were all significantly related to 
responsibility beliefs. Both anxious and avoidant attachment scales were also significantly 
related to responsibility beliefs. Only the paternal overprotection scale had no significant 
relationship to responsibility beliefs.
The primary research question concerned the potential mediating role that responsibility 
beliefs might play in the relationship between attachment and parenting styles and OCD 
symptoms. In examining hypothesis 4, responsibility beliefs were found to significantly 
mediate the relationship between maternal care and OCD symptoms, maternal
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overprotection and OCD symptoms and between anxious attachment style and OCD 
symptoms. As neither the paternal care or paternal overprotection scale or the avoidant 
attachment scale significantly correlated w ith OCD symptoms, mediation analysis was not 
conducted for these variables.
Lastly, current symptoms of depression and anxiety, as measured by the DASS-21, were not 
found to  significantly affect the degree to  which responsibility beliefs mediated the 
relationship between the perceived parenting (maternal care and maternal 
overprotection), anxious attachment and symptoms of OCD. The potential lim itations of 
this study, clinical implications and future research recommendations will be addressed 
follow ing a more in depth discussion of the findings.
2. Theoretical Implications
2.1 Current Attachment Style and Obsessive-Compulsive Symptoms
2.1.1 Current Anxious Attachment Style and Obsessive-Compulsive Symptoms
The current study's finding that an anxious attachment style was significantly related to 
symptoms of OCD is partly supported by previous studies (Doron et al., 2009; Myhr, 
Sookman & Pinard, 2004). In Myhr et al.'s study comparing clinical groups of people 
diagnosed w ith OCD and depression w ith nonclinical controls on a measure of current 
attachment (using the Revised Adult Attachment Scale; Collins, 1996), clinical groups 
demonstrated more attachment insecurity than the comparison group. Specifically, the 
OCD and depression groups had higher relationship anxiety than the comparison group, but 
did not d iffer significantly from each other.
A study by Vogel, Stiles and Nordahl (2000) used the Sociotropy-Autonomy Scale (Beck, 
Epstein, Greenberg, & Emery, 1983, cited in Vogel et al., 2000) as a measure of attachment 
and found that concern about disapproval, and attachment/separation concerns were 
specifically related to the diagnosis o f OCD after controlling fo r differences in demographic 
variables and other psychiatric diagnoses. So the results o f the current study tha t an
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anxious attachment style is associated w ith symptoms of OCD, although using a non-clinical 
sample and a different measure of attachment, are consistent w ith previous findings.
2.1.2 Current Avoidant Attachment Style and Obsessive-Compulsive Symptoms
The current study did not find a significant relationship between avoidant attachment style 
and OCD symptoms. Although Doron et al.'s study (2009) used similar measures and did 
find significant correlations between avoidant attachment and OCD symptoms, the strength 
of the ir correlations were weak. The reason for the difference could lie in the greater 
sample size (and therefore increased power) o f Doron's study, or perhaps different cultural 
styles between British and Australian students.
One interpretation of these findings could lie in research around attachment and emotional 
regulation. Milkulincer and Shaver (2007) suggested that people who are anxiously 
attached are more vigilant to possible slights or threats and fear displeasing or being 
rejected by partners. Conversely, individuals w ith an avoidant attachment style appeared to 
"downplay threats and vulnerabilities" (p. 218).
The theoretical implications for anxious attachment, but not avoidant attachment, being 
significantly related to OCD symptoms highlight the differences between these two 
constructs. In an avoidant attachment style, relationships are not deemed to be as 
im portant to a positive view of self, and as such do not perhaps activate attachment 
behaviours that ultimately might be expressed as symptoms of OCD. In addition, it may be 
that an avoidant attachment style is related to  certain subtypes o f OCD but not others, 
however this was beyond the focus of the current study, but may partly explain the overall 
non significance of the relationship between avoidant attachment and OCD symptoms 
found in this current study.
Therefore, the findings by M ilkulincer and Shaver (2007) described earlier, would support 
the notion that an anxious but not avoidant attachment style might be associated w ith 
ways of thinking, feeling and behaving to try  and minimise perceived threat. If an avoidant 
style in adults is characterised by a fearful or dismissing style o f thinking and behaviour in 
which emotions are suppressed or avoided, then it would perhaps make sense that 
someone w ith a more anxious style of thinking and behaving in a close relationship, w ith 
high levels of negative 'expressed emotion' (Hooley, 2007) such as criticism or hostility,
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would be more sensitive to threat and may feel compelled to act in a way to  reduce any 
anxiety.
2.2 Perceived Parental Rearing Style and OCD Symptoms
This study found that there was a significant negative relationship between perceived 
maternal care and symptoms of OCD, and a significant positive relationship between 
perceived maternal overprotection and OCD symptoms. This finding that lower levels of 
maternal care and higher levels o f protection are related to  OCD is supported by findings 
from Timpano et al.'s (2010) study, although different measures o f perceived parenting 
were used.
Timpano and colleagues (2010) found that neither permissive (high affection, low control) 
or authoritative (high affection, high control) styles of parenting had a significant 
relationship to  symptoms of OCD. However an authoritarian style (high control and low 
affection) was related to OCD symptoms. It can be argued that an authoritarian style is 
analogous to high overprotection and low care on the Parental Bonding Inventory (PBI) 
used in the current study. Although the measure Timpano et al. used conceptualised 
parenting style in a different, categorical, way to the current study, essentially the 
underlying concepts measured - 'affection and control' can be considered comparable to 
the PBTs 'care and overprotection'. Viewed in this way, the present study's findings tha t 
high maternal overprotection and low maternal care were significantly related to  symptoms 
o f OCD supports Timpano and colleagues' recent findings. However Timpano et al.'s study 
found that when they analysed the relationship of authoritarian parenting style in relation 
to each subtype of OCD symptoms, only the subscale measuring obsessional thoughts was 
significantly related. The current study did not focus upon the different subtypes of OCD 
but did find an overall significant relationship between perceived maternal parenting 
behaviour and symptoms of OCD.
Other studies have found differing results when parenting is measured in terms of 
continuous variables such as care and overprotection or as distinct categories. Myhr, 
Sookman and Pinard (2004) found that increased levels o f maternal care were associated 
w ith OCD, contrary to the findings from this current study. Alonso et al. (2004) examined 
perceived parenting styles in relation to different symptom subtypes o f OCD and found that
63
patients w ith OCD perceived higher levels o f rejection from their fathers than matched 
controls. However, no differences between the groups w ith respect to perceived levels of 
overprotection were detected. This difference from the current study may be due to the 
d ifferent measures of perceived parenting used, EMBU (Perris et al., 1980) and the smaller 
sample sizes (and potentially lower power) than the current study. Furthermore, a review 
o f the concurrent validity between the two scales found significant but weak correlations 
between them (Livianos-Aldana & L Rojo-Moreno, 1999).
2.3 Do Responsibility Beliefs Mediate the Relationship Between Attachment/Parenting 
and OCD Symptoms?
Thus far, this study has found a relationship between attachment style and perceived 
parenting, on the one hand, and OCD symptoms on the other hand. A current, anxious 
attachment style and perceived maternal care and maternal overprotection were all 
significantly associated w ith symptoms o f OCD. These findings are largely consistent w ith 
findings of previous studies and are also consistent w ith the suggestion that parenting style 
and (resultant) attachment style may increase vulnerability to developing OCD (although 
this causal ascertain is not possible to  test directly from the findings of this study). 
However, most previous studies have failed to  explore possible mechanisms by which 
attachment /  parenting experiences may increase vulnerability fo r OCD.
This study hypothesised that responsibility beliefs (strongly associated w ith OCD) may be 
one mechanism by which parenting behaviour and attachment style may increase 
vulnerability to  developing OCD. The findings of this study largely supported this hypothesis 
as responsibility beliefs were found to mediate the relationship between anxious 
attachment, maternal care and maternal overprotection (on the one hand) and OCD 
symptoms (on the other hand). These findings are generally in line w ith the tw o other 
published studies in the area (Doron et al., 2009; Timpano et al., 2010) and help to  build on 
these two studies by incorporating measures of recalled parenting behaviour and current 
attachment style in the same study.
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2.3.1 Responsibility Beliefs, current Anxious Attachment style and OCD symptoms
This study found that both anxious and avoidant attachment were significantly related to 
responsibility beliefs. However, as discussed previously, avoidant attachment was not 
significantly related to symptoms of OCD and an essential assumption fo r mediation 
analysis was not met. As such, this section focuses upon the significant findings between 
anxious attachment, responsibility and OCD.
The relationship between anxious attachment and responsibility beliefs was supported by 
findings from Doron et al. (2009). The strength of the correlation in this study was 
comparable to tha t found by Doron and colleagues at .45 and .37 (p= .001) respectively, 
w ith the same measures used for attachment and responsibility.
Using the process o f mediation analysis, this study found that responsibility beliefs also 
significantly mediated the relationship between anxious attachment and OCD symptoms. 
Doron et al. (2009) also examined all three belief scales of the OBQ to see if they mediated 
the relationship between attachment style and OCD symptoms. Doron and colleagues 
concluded that responsibility beliefs (OBQ-RT) mediated the relationship between 
attachment and OCD symptoms, supporting this study's findings. This study's finding that 
the mediating role o f responsibility remained significant when depression and anxiety were 
controlled was also supported by Doron and colleagues who found that depression had no 
effect on the mediating role o f responsibility.
This study used the OBQ Responsibility-Threat scale to capture the definition of 
responsibility proposed by Salkovskis et al. (1999) which encompassed the sense o f a 
perceived level o f threat that a person feels individually responsible to avert, and that the 
consequences o f failing to avert this w ill be serious and personally salient.
Viewing responsibility in line w ith Salkovskis and colleagues' definition, the significance of 
the current study's findings could be understood in terms of individuals who are anxiously 
attached being more sensitive to personal slights or threats or threats to the ir relationship 
to the ir attachment figure. As M ilkulincer and Shaver (2007) observed, an anxious 
attachment style often expressed itself as fear o f displeasing or being rejected by partners.
Furthermore, Wei et al. (2004) suggested that if an individual has a negative self view, 
attachment anxiety may cause them to compensate by trying too hard to  protect others, 
which might engender dysfunctional beliefs about responsibility fo r preventing harm. This
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might also f it w ith Syngollitou, & Daskalou's (2006) findings that people w ith anxious 
preoccupied attachment tended to view themselves negatively and others positively. 
Milkulincer et al. (2000) also found that those who were anxiously attached were more 
likely to appraise the world as threatening, and the concept o f perceived threat is central to 
current definition of responsibility used in this study.
The Hazan and Shaver's (1994) definition of attachment anxiety used in the Emotions in 
Close Relationships (ECR-R) measure captures the feelings of anxious attachment that 
specifically reflect these concerns about others and the self in relation to others.
2.3.2 Responsibility Beliefs, perceived Maternal Parenting and OCD symptoms
The Timpano et al. (2010) study was the only one to  date that has examined whether OCD 
related beliefs mediate the relationship between authoritarian parenting style and 
subtypes of OCD. As discussed earlier, an authoritarian parenting style was the only one to 
be significantly related to symptoms of OCD, and thus the only style to be examined in 
Timpano et al.'s mediation analyses.
An authoritarian style o f parenting is defined as 'low  affection' and 'high control', Baumrind 
(1971). The Parental Authority Questionnaire (PAQ; Buri, 1991) used by Timpano and 
colleagues, assessed parenting based upon Baumrind's (1971) categories of authoritarian, 
permissive and authoritative parenting styles. Although the PBI, used in the present study, 
allows fo r participants' scores to be translated into parenting categories reflecting 
quadrants o f high or low care and overprotection; categorising perceived parenting in this 
way loses valuable information about the degree o f care and overprotection (Parker, 1998).
Timpano and colleagues found that all 3 belief scales of the OCCWG's (2001) Obsessive 
Beliefs Questionnaire OBQ-44 were significantly related to authoritarian parenting. 
Specifically, their findings indicated that the 'Responsibility-Threat scale' o f the OBQ was 
most significantly related to authoritarian parenting. Despite the difference in 
measurement discussed, this supports the current study's findings that lower levels of 
perceived maternal care and higher levels o f perceived maternal overprotection were 
significantly related to responsibility beliefs also measured using the OBQ-RT subscale.
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Timpano et al. also found that responsibility beliefs mediated the relationship between 
parenting and OCD symptoms, but the strength of this relationship decreased when the 
effects of anxiety and depression were controlled for. This study found that responsibility 
beliefs significantly mediated the relationship, when mood was controlled for.
Cognitive-behavioural models have suggested that aspects of early experience, such as 
parenting styles, may affect psychopathology through the ir effects upon dysfunctional 
beliefs and cognitions, (Gallagher & Cartwright-Hatton, 2008). Aside from Timpano and 
colleagues, and this study, no other studies as yet have examined the relationship between 
parenting styles and OCD related dysfunctional beliefs.
Taking attachment theory together w ith the pathways theorised by Salkovskis et al. (1999), 
it is possible that either giving a child too much or too little  responsibility might increase the 
risk o f the child developing the belief that they are personally responsible fo r averting 
harm. Someone w ith an anxious attachment style, by definition, is concerned about being 
abandoned or rejected by others and so if this is coupled w ith having been given too much 
or too little responsibility as a child (i.e. been overprotected or overexposed) it could 
predispose the development of a belief about being personally responsible fo r preventing 
harm and a fear o f losing others through potential harm.
These findings are also supported by psychodynamic theoretical perspectives on OCD. In 
discussing early experiences from a psychodynamic perspective, O'Connor proposed that 
early experiences of protection or exposure were fundamental to the development o f OCD 
(O'Connor, 2008).
2.4 Overview of Findings and Theoretical Implications
This study was unique in its focus upon exploring the role o f responsibility beliefs in the 
relationship between measures of both early parenting experiences and adult attachment. 
Previous studies, Myhr, Sookman and Pinard (2004) have used two measures of parenting 
and attachment but have not looked at these in relation to OCD beliefs.
As such the current findings have replicated and given support to  Doron and colleagues and 
Timpano et al.'s studies. However, by examining both measures of parenting and current 
attachment styles interesting findings have emerged that could have implications fo r the
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way in which aspects of attachment relationships and styles have particular significance for 
OCD.
Consistent w ith attachment theory this study has found that responsibility beliefs mediate 
the relationship between perceived maternal behaviour and OCD symptoms, and a current 
anxious attachment style and OCD symptoms. It is now well established that responsibility 
beliefs, once developed, are strongly associated w ith OCD and are more strongly associated 
w ith OCD than w ith other anxiety disorders (OCCWG, 2005).
The current study adds to  those findings and proposes that they may play a causal role in 
the development o f OCD (although a causal role was not directly addressed in this study). In 
summation, the findings from this study are consistent w ith the suggestion that cognitions, 
emotions and behaviours associated w ith attachment anxiety (M ilkulincer & Shaver, 2007) 
and maternal overprotection (too little responsibly given) or lack of maternal care (too 
much responsibility given) might lead to beliefs about personal responsibility, which in turn 
are associated w ith an increased risk of OCD
3. Methodological Limitations
3.1 Measurement Issues
This study aimed to use the most valid and reliable measures fo r each of the variables 
investigated, however there are potential lim itations in the questionnaires used. As has 
been previously discussed, self report measures of recollections of childhood experiences 
o f parenting could be viewed as an imperfect method o f trying to  assess the complex 
cognitive, affective construct of attachment (Fraley, 2002). As the Parental Bonding 
Inventory is dependent on retrospective reports o f parental rearing style it raises the 
possibility that memory biases or mood state may have affected the responses given. 
However, research has found the PBI to be reliable measure of past perceived parental 
rearing style (Parker et al.., 1979; Parker, 1986). Cross-validating this w ith a sibling or other 
family member's recollections might have been a way overcoming this; but this in turn 
presents its own lim itations and was beyond the scope of this study. Parker (1983) has 
proposed that perceived parenting is actually more significant than actual parenting;
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however in a recent review of studies researching the PBI, several studies did support the 
use o f the PBI as a measure of actual parenting (Rosenstein & Horowitz, 1996).
It is interesting to  bear in mind that not all participants might have completed the ECR-R 
w ith a romantic relationship in mind but perhaps may have answered in terms of another 
close relationship. It is deemed acceptable by the authors of the scale to reword the 
instructions of the ECR-R so as to  encourage people to  answer in terms of a close 
relationship if not in a current romantic relationship (Hazan & Shaver, 1994). This however 
raises the question again as to  whether all close relationships are attachment relationships, 
and if so, whether IWMs are consistent across different types of relationship (Pietromonaco 
& Barrett, 2000).
3.2 Sample and Design
The generalisability o f findings from  studies using nonclinical participants is always open to 
debate. Although nonclinical participants experience OCD-related beliefs and symptoms 
(Rachman & de Silva, 1979; Rassin & Murris, 2006), it is possible that they may differ from 
clinical patients in the type, severity and symptom related impairment. This would still be 
consistent w ith a conception of OCD beliefs and symptoms as on a continuum (Frost & 
Steketee, 2002). OCD beliefs and symptoms may be quantitatively but not qualitatively 
different in nonclinical and clinical populations, thus supporting the validity o f researching 
OCD in a non-clinical population. As have other key studies (Doron et a l,  2009; Timpano et 
a l,  2010) discussed here which have used nonclinical populations, the current study 
attaches some caution to extrapolating the findings here and would advocate replication of 
the research findings w ithin clinical populations.
A further lim itation was the cross-sectional design o f this study which does not allow 
inference of any causal relationships. Longitudinal research w ith children looking at 
parental overprotection and reduced parental care and whether or not this predicts the 
subsequent development o f responsibility beliefs and OCD symptoms would provide much 
stronger support fo r parental experiences as a vulnerability factor fo r OCD. There are 
important reasons not to assume causal relationships between variables in the current 
study. Although parental overprotection might play a causal role in the development o f 
OCD it could equally be the case that parental overprotection is a consequence o f emerging
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OCD symptoms in the child. As stated above, longitudinal studies would help to  clarify the 
nature of the relationship between parenting/attachment and OCD symptoms.
From the studies considered here, it is evident that the recruitment of students as 
representative nonclinical populations is common practice in academic research. 
Although the participants in this study were fairly homogenous ethnically (approximately 
90% were White British or other white background), differing cultural definitions of 
concepts of parenting such as 'contro l' or 'strictness' should be taken into account (Wood 
et al., 2003). Furthermore, the homogenous nature of the sample in terms of gender, 
ethnicity and age (skewed towards a W hite British, young female sample), could also lim it 
generalizability o f the results.
4. Clinical Implications
In terms of clinical implications, the findings in this study would support the value of 
developing longitudinal formulations to  understand origin of responsibility beliefs. Just as 
deeper 'core beliefs' or schema level work is recommended and used fo r people w ith 
recurrent depression (NICE, 2009). It may be that attachment based approaches could be 
indicated fo r people w ith longstanding OCD that has failed to  respond to more traditional 
cognitive approaches. The study by Sookman and Pinard (1999) in which the authors 
evaluated a schema therapy treatm ent approach to  OCD, patients showed improvement in 
dysfunctional beliefs and a reduction in OCD symptoms after a course of treatm ent that 
used a schema based approach rooted in an attachment and developmental perspective. 
This was however a series of singles cases but yielded results supporting the importance of 
the role o f attachment in the form ation of dysfunctional beliefs in OCD.
Sookman further proposed that identifying attachment patterns was key to understanding 
current functioning in OCD, and to developing ways to enable sufferers o f OCD to distance 
themselves from dysfunctional patterns; in essence the attachment perspective was 
necessary to form ulation and intervention.
Similarly, the implication that attachment relationships, particular current ones, could be 
fundamental to some types of OCD raises significant possibilities fo r systemic treatm ent
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approaches. In working w ith clients w ith depression, multi-fam ily and couples therapy has 
demonstrated good outcomes Studies that have reviewed systemic and family approaches 
to patients w ith OCD have concluded that involving significant others in focusing on 
behavioural contracting fo r exposure and stopping rituals have shown promising outcomes 
(Carr, 2009; Steketee & Va Noppen, 2003).
However, what if, as this study's findings suggest, the internal cognitive-affective structures 
and beliefs that are hypothesised to underlie our models of relationships are in themselves 
central to the development and maintenance of OCD? The emphasis in working 
systemically then would need to  shift from involving family members and partners as just 
potential co-therapists to broaden the perspective of 'the problem' to encompass the 
dynamics w ith in the OCD sufferers' family o f origin and current relationships. Theory and 
research examining family perspectives around the development and maintenance of 
psychosis has lead to the development o f effective family interventions for this disorder 
(NICE, 2009).
In the current climate of emphasis upon effective cognitive behavioural therapy in primary 
care settings, a consideration of therapeutic implications for this level o f stepped care is 
warranted. It is beyond the scope of the present study to  present a detailed consideration 
of the implication of attachment informed interventions to  the treatm ent approaches of 
OCD in children and adolescents. However, studies that have focused upon family 
behaviour where a child has OCD have found that parents can respond to children 
demonstrating OCD behaviour by becoming more authoritarian, caring, or accommodating, 
which may then further serve to exacerbate the OCD. The effects o f therapy fo r any 
disorder has to take into account the implications for the patient's significant others. From 
a narrative perspective, this would involve being sensitive to what function the "problem", 
for example OCD, might serve in a family or intimate relationship. Changes in parenting and 
response styles observed in families o f young people w ith OCD, could be similarly evident in 
partners and significant others fo r adults w ith OCD. In turning to  consider future research, 
fu rther exploration of OCD in adults from a relational perspective is warranted by the 
findings of the current study.
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5. Future Research
One focus fo r future research would be to fu rther explore the relationship between 
parenting and attachment constructs to all types of obsessive-compulsive symptoms, as 
there is contradictory evidence from  studies to date. Timpano et al. (2010) found that 
parenting related only to the obsessional thoughts; however other studies using parenting 
measures have found relationships between parenting and other OCD symptoms subtypes 
such as checking, washing etc. It is possible that responsibility only mediates the 
relationship fo r some types o f OCD symptoms but further research is need to investigate 
the generality or specificity o f the relationship of responsibility to  OCD symptoms.
A logical progression from the findings that parenting styles are related to responsibility 
beliefs and OCD symptoms would be to  fu rther investigate factors that influence parenting. 
Although this is beyond the focus of this study, one possibility may be that parents react 
w ith more authoritarian styles after symptoms emerge in an e ffort to cope w ith their 
children and the difficulties the family has. This suggestion has received support from a 
number of studies that have attempted to theorise a dynamic, bi-directional influence 
between parent and child (Fraley, 2002). Findings from other studies have highlighted the 
importance of both parental psychopathology and child temperament in as influential in 
parenting styles.
6. Summary and Conclusions
Although not all o f the hypotheses were fully supported the findings from this study make 
an important contribution to  the understanding of the origins of OCD. Specifically this study 
has contributed to understanding how the influence of parental and current attachment 
styles on OCD may be mediated by beliefs about responsibility.
Additionally, this is one of the first studies to test Salkovskis et al.'s (1999) hypothesised 
pathways to  responsibility by examining parenting as well as current attachment in relation 
to responsibility beliefs. This study's findings that low maternal care and high protection are 
related to  responsibility beliefs gives compelling support to  Salkovskis and colleagues 
pathways suggesting that either too little  responsibility (overprotection) or too much 
responsibility (lack of) can both give rise to responsibility sensitive beliefs. Furthermore,
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there is potential fo r fu rther research to  address some o f the measurement and design 
lim itations by replicating and extending this study in both nonclinical and clinical 
populations.
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APPENDICES
Appendix 1: Email sent to undergraduate and postgraduate students
Dear Colleague,
I would like to invite you to take part in a research study I am conducting looking at 
Relationships and Obsessive Compulsive Tendencies. I am a trainee clinical psychologist 
studying at the University and being supervised by Dr Clara Strauss.
If you decide to take part, to thank you for your participation, you can choose to enter 
in a prize draw for a first prize of £50 of Amazon Vouchers and two further prizes or 
£25 of vouchers.
Obsessive or compulsive tendencies are very common in general population, differing from 
person to person. Typical obsessive-compulsive tendencies include worrying about safety or 
cleanliness and doing things to alleviate these worries (e.g. repeatedly checking doors are 
locked).
For this study I am hoping to hear from people who may or may not experience worries 
like these.
Most research has ignored how relationships might play a role in obsessive-compulsive 
tendencies. This research project is looking at the association between relationship styles and 
obsessive-compulsive tendencies.
Taking part is quite simple. The link below takes you to a secure online survey. Before the 
survey begins, you will be asked to read information about the study and at this point you 
can decide whether or not to take part. If you decide to take part, the survey is completed on 
line and is likely to take 20-30 minutes. Your responses will be anonymous -  it will not be 
possible to identify you from your responses.
If the link does not work when you click on it, please cut and paste it into your web browser.
The study has been reviewed by the University of Surrey Faculty of Arts and Human 
Sciences Research Ethics Committee and received a favourable ethical opinion (Reference 
number when approval is gained).
Contact details:
I f  you have any questions you can contact Tamsyn Packman at T.Packman(5>surrev.ac.uk or 
on 01483 689441. Alternatively you can contact Clara Strauss at c.strauss@surrey.ac.uk.
Many thanks in advance of your help.
To take part in this study please go to:
(address to secure online survey)
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Appendix 2: Study Information Screen
Before taking part in the study please take time to read the information below before 
moving onto the following screen. 
Relationships and Obsessive-Compulsive Tendencies
We would like to invite you to take part in a research study. Before you decide, it is 
important that you know why the research is being done and what taking part will involve.
The aim of the research
In this research I would like to find out if people’s relationship style is related to obsessive 
compulsive tendencies. Obsessive-compulsive tendencies are very common in the general 
population. The measures used in this survey cannot diagnosis obsessive-compulsive 
disorder (OCD), they merely give an indication of the degree of normal obsessive 
compulsive tendencies.
Because we want to hear from a range of people this study is appropriate for you 
whether or not you experience obsessive-compulsive concerns. 
What will participating in the research involve?
The research involves completing some questionnaires. These consist of questions about 
relationships, about mood and anxiety, about obsessive-compulsive tendencies and about 
feelings of responsibility. Completing the questionnaires is likely to take approximately 30 
minutes, however some people may take less time than this and others may take longer. The 
questionnaires can be completed online by following the link on the next page.
When we have received your completed questionnaires, contact details will be confidentially 
stored for those participants that have indicated that they wish to be entered into the prize 
draw for a first prize of £50 and two second prizes of £25 each.
It will not be possible to link your email address given for the prize draw with your survey 
responses. Individual questionnaire scores will not be available but participants may ask 
general questions about the study by contacting the study researcher.
Your rights as a participant
It is up to you whether or not you wish to take part in the study. You may decide to stop the 
survey at any time without giving a reason. Survey responses will be anonymous - it will not 
be possible to identify individual participants from their survey responses. Email addresses 
given for the prize draw will be treated confidentially. Anonymised survey responses will be 
treated confidentially within the research team and stored securely.
Answering questions about your mood and relationships may be potentially distressing but 
we anticipate that any effects will be temporary. However, if  this should occur we advise you 
to contact your GP or telephone the Samaritans on 08457 90 90 90. Further sources of 
support recommended by the NHS are listed at 
http://www.nhs.uk/Livewell/mentalhealth/Pages/Helplines.aspx
There may be no direct benefit to you from taking part in this study. However, the research 
may help to increase knowledge about the origins of OCD.
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Contact details:
If you would like any further information please contact Tamsyn Packman 
(T.Packman@surrey.ac.uk) by email, or leave a message on 01483 689441 and I will get 
back to you.
If you have any complaint or concerns about any aspect of this study please contact Dr Clara 
Strauss, on 01483 689441 or email her at c.straussffisurrev.ac.uk
When you have read the information on this page and had time to consider your participation 
please click the ‘next’ button below:
NEXT=>
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Appendix 3: Study Consent Screen
Study Consent
Please tick the box next to each statement that you agree with to confirm your consent.
I have read and understood the Information provided. □
I have been given a full explanation of the purpose of the research project and what is 
involved in participating. □
I have been given the opportunity to ask questions on all aspects of the study and have 
understood the information given as a result. □
I consent to my personal data, as outlined in the preceding information, being used for the 
research project and agree that data collected may be shared with other researchers. I 
understand that all personal data relating to participants is held in the strictest confidence, 
and in accordance with the Data Protection Act (1998). □
I understand that I can change my mind and am free to withdraw from the study at any time 
without needing to justify my reason for doing so. □
I confirm that I have read and understood the above and freely consent to participating in this 
study. □
Please complete the following details to confirm your consent. Please note that information 
from this screen will not be linked with your survey responses, which will remain 
anonymous.
Name of participant (BLOCK CAPITALS)............................................................
Email address..................................................................................................................
Date ............................................................
If you would like to be entered into the prize draw for a first prize of £50 and two second 
prizes of £25 please tick here □
If you would like a copy of the summary of findings from the completed study please tick 
here □
Once you have consented to take part in the study please click on ‘next’ below
NEXT=> [only activated when all consent boxes selected and name/email/date info 
completed]
On the next screens you will be asked a series of questions. Please take your time to consider 
your responses to the questions. There are no right or wrong answers.
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Appendix 4: Depression, Anxiety and Stress Scale (DASS-21)
Please read each statement and check a number 0,1, 2 or 3 which indicates how much the 
statement applied to you over the past week.
The rating scale is as follows: 0 Did not apply to me at all, 1 Applied to me to some degree, 
or some of the time, 2 Applied to  me to a considerable degree, or a good part o f tim e 
3 Applied to  me very much, or most o f the time
11 found it hard to wind down 0 1 2 3
2 1 was aware of dryness of my mouth 0 1 2 3
3 1 couldn't seem to experience any positive feeling at all 0 1 2 3
4 1 experienced breathing d ifficulty (e.g., excessively rapid breathing, 
breathlessness in the absence of physical exertion)
0 1 2 3
5 1 found it d ifficu lt to  work up the initiative to do things 0 1 2 3
6 1 tended to overreact to situations 0 1 2 3
7 1 experienced trembling (e.g., in the hands) 0 1 2 3
8 1 fe lt that 1 was using a lot of nervous energy 0 1 2 3
9 1 was worried about situations in which 1 might panic and make a fool of 
myself
0 1 2 3
10 1 fe lt that 1 had nothing to look forward to 0 1 2 3
111 found myself getting agitated 0 1 2 3
12 1 found it d ifficu lt to relax 0 1 2 3
13 1 fe lt down-hearted and blue 0 1 2 3
14 1 was intolerant o f anything that kept me from getting on w ith what 1 was 
doing
0 1 2 3
15 1 fe lt 1 was close to panic 0 1 2 3
16 1 was unable to become enthusiastic about anything 0 1 2 3
17 1 fe lt 1 wasn't worth much as a person 0 1 2 3
18 1 fe lt that 1 was rather touchy 0 1 2 3
19 1 was aware of the action of my heart in the absence of physical exertion 
(e.g., sense of heart rate increase, heart missing a beat)
0 1 2 3
20 1 fe lt scared w ithout any good reason 0 1 2 3
211 fe lt that life was meaningless 0 1 2 3
Material from Depression Anxiety Stress Scales, Lovibond and Lovibond (1995) with permission
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Appendix 5: The Padua Inventorv-Washington State University Revision (PI-WSUR)
The following statements refer to thoughts and behaviours which may occur to everyone in 
everyday life. For each statement, choose the reply which best seems to  f it  you and the 
degree of disturbance which such thoughts or behaviours may create. Please tick the most 
appropriate response. _______________________________
Not
at
all
A
little
Quite 
a lot
A lot Very
Much
1 1 feel my hands are d irty when 1 touch money.
2 1 think even slight contact w ith bodily secretions 
(perspiration, saliva urine, etc.) may contaminate 
my clothes or somehow harm me.
3 1 find it d ifficu lt to touch an object when 1 know it 
has been touched by strangers or certain people.
4 1 find it d ifficu lt to touch garbage or d irty things.
5 1 avoid using public toilets because 1 am afraid of 
disease and contamination.
6 1 avoid using public telephones because 1 am 
afraid o f contagion and disease.
7 1 wash my hands more often and longer than 
necessary.
8 1 sometimes have to wash or clean myself simply 
because 1 th ink 1 may be d irty or "contaminated".
9 If 1 touch something 1 think is "contam inated", 1 
immediately have to wash or clean myself.
10 If an animal touches me, 1 feel d irty and 
immediately have to wash myself or change my 
clothing.
11 1 feel obliged to follow  a particular order in 
dressing, undressing, and washing myself.
12 Before going to sleep, 1 have to do certain things 
in a certain order.
13 Before going to bed, 1 have to  hang up or fold my 
clothes in a special way.
14 1 have to  do things several times before 1 think 
they are properly done.
15 1 tend to keep on checking things more often than 
necessary.
16 1 check and recheck gas and water taps and light 
switches after turning them off.
17 1 return home to check doors, windows, drawers, 
etc., to make sure they are properly shut.
18 1 keep on checking forms, documents, checks, 
etc., in detail to make sure 1 have filled them in 
correctly.
19 1 keep on going back to  see that matches, 
cigarettes, etc, are properly extinguished.
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20 When 1 handle money, 1 count and recount it 
several times.
21 1 check letters carefully many times before posting 
them.
22 Sometimes 1 am not sure 1 have done things which 
in fact 1 knew 1 have done.
23 When 1 read, 1 have the impression 1 have missed 
something im portant and must go back and 
reread the passage at least tw o or three times.
24 1 imagine catastrophic consequences as a result of 
absent-mindedness or m inor errors which 1 make.
25 1 think or worry at length about having hurt 
someone w ithout knowing it.
26 When 1 hear about a disaster, 1 think 
it is somehow my fault.
27 1 sometimes worry at length fo r no reason that 1 
have hurt myself or have some disease.
28 1 get upset and worried at the sight of 
knives, daggers, and other pointed 
objects.
29 When 1 hear about a suicide or a crime, 1 am upset 
fo r a long time and find it d ifficult to stop thinking 
about it.
30 1 invent useless worries about germs and disease.
31 When 1 look down from a bridge or a very high 
window, 1 feel an impulse to throw  myself into 
space.
32 When 1 see a train approaching, 1 sometimes think 
1 could throw  myself under its wheels.
33 At certain moments, 1 am tempted to tear o ff my 
clothes in public.
34 While driving, 1 sometimes feel an impulse to 
drive the car into someone or something.
35 Seeing weapons excites me and makes me think 
violent thoughts.
36 1 sometimes feel the need to break or damage 
things for no reason.
37 1 sometimes have an impulse to steal other 
people's belongings, even if they are of no use to 
me.
38 1 am sometimes almost irresistibly tempted to 
steal something from the supermarket.
39 1 sometimes have an impulse to hurt defenceless 
children or animals.
Material from Padua Inventory -Washington State University Revised (Burns, 1995) w ith 
permission
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Appendix 6: Parental Bonding Index (PBI)
This questionnaire lists various attitudes and behaviours of 
parents or up to two main caregivers in your first 16 
years. As you remember your MOTHER or your main 
female caregiver would you tick the most appropriate 
response next to each question. Ve
ry
 
lik
e
M
od
er
at
el
y
lik
e
M
od
er
at
el
y
un
lik
e
Ve
ry
 
un
lik
e
1 Spoke to me in a warm and friendly voice
2 Did not help me as much as I needed
3 Let me do those things I liked doing
4 Seemed emotionally cold to me
5 Appeared to understand my problems and worries
6 Was affectionate to me
7 Liked me to make my own decisions
8 Did not want me to grow up
9 Tried to control everything I did
10 Invaded my privacy
11 Enjoyed talking things over with me
12 Frequently smiled at me
13 Tended to baby me
14 Did not seem to understand what I needed or wanted
15 Let me decide things for myself
16 Made me feel I wasn’t wanted
17 Could make me feel better when I was upset
18 Did not talk with me very much
19 Tried to make me feel dependent on her/him
20 Felt I could not look after myself unless she/he was 
around
21 Gave me as much freedom as I wanted
22 Let me go out as often as I wanted
23 Was overprotective of me
24 Did not praise me
25 Let me dress in any way I pleased
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This questionnaire lists various attitudes and behaviours of 
parents or up to two main caregivers in your first 16 
years. As you remember your FATHER or your main male 
caregiver would you tick the most appropriate response 
next to each question. Ve
ry
 
lik
e
>
Io
!l Mod
er
at
el
y
un
lik
e
Ve
ry
 
un
lik
e
1 Spoke to me in a warm and friendly voice
2 Did not help me as much as I needed
3 Let me do those things I liked doing
4 Seemed emotionally cold to me
5 Appeared to understand my problems and worries
6 Was affectionate to me
7 Liked me to make my own decisions
8 Did not want me to grow up
9 Tried to control everything I did
10 Invaded my privacy
11 Enjoyed talking things over with me
12 Frequently smiled at me
13 Tended to baby me
14 Did not seem to understand what I needed or wanted
15 Let me decide things for myself
16 Made me feel I wasn’t wanted
17 Could make me feel better when I was upset
18 Did not talk with me very much
19 Tried to make me feel dependent on her/him
20 Felt I could not look after myself unless she/he was 
around
21 Gave me as much freedom as I wanted
22 Let me go out as often as I wanted
23 Was overprotective of me
24 Did not praise me
25 Let me dress in any way I pleased
Material from Parental Bonding Instrument (Parker et al., 1979) w ith permission
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Appendix 7: The Experiences in Close Relationships Questionnaire -  Revised (ECR-R)
The statements below concern how you feel in emotionally intimate relationships. We are 
interested in how you generally experience relationships, not just in what is happening in a 
current romantic relationship. Respond to each statement by ticking a response to indicate 
how much you agree or disagree w ith the statement
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1 I'm afraid that 1 will lose my partner's love.
2 1 often worry that my partner will not 
want to stay with me.
3 1 often worry that my partner doesn't 
really love me.
4 1 worry that romantic partners won't care 
about me as much as 1 care about them.
5 1 often wish that my partner's feelings for 
me were as strong as my feelings for him 
or her.
6 1 worry a lot about my relationships.
7 When my partner is out of sight, 1 worry 
that he or she might become interested in 
someone else.
8 When 1 show my feelings for romantic 
partners. I'm afraid they will not feel the 
same about me.
9 1 rarely worry about my partner leaving 
me.
10 My romantic partner makes me doubt 
myself.
11 1 do not often worry about being 
abandoned.
12 1 find that my partner(s) don't want to get 
as close as 1 would like.
13 Sometimes romantic partners change 
their feelings about me for no apparent 
reason.
14 My desire to be very close sometimes 
scares people away.
15 I'm afraid that once a romantic partner 
gets to know me, he or she won't like who 
1 really am.
16 It makes me mad that 1 don't get the 
affection and support 1 need from my 
partner.
17 1 worry that 1 won't measure up to other 
people.
18 My partner only seems to notice me when 
I'm angry.
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19 1 prefer not to show a partner how 1 feel 
deep down.
20 1 feel comfortable sharing my private 
thoughts and feelings with my partner.
21 1 find it difficult to allow myself to depend 
on romantic partners.
22 1 am very comfortable being close to 
romantic partners.
23 1 don't feel comfortable opening up to 
romantic partners.
24 1 prefer not to be too close to romantic 
partners.
25 1 get uncomfortable when a romantic 
partner wants to be very close.
26 1 find it relatively easy to get close to my 
partner.
27 It's not difficult for me to get close to my 
partner.
28 1 usually discuss my problems and 
concerns with my partner.
28 It helps to turn to my romantic partner in 
times of need.
30 1 tell my partner just about everything.
31 1 talk things over with my partner.
32 1 am nervous when partners get too close 
to me.
33 1 feel comfortable depending on romantic 
partners.
34 1 find it easy to depend on romantic 
partners.
35 It's easy for me to be affectionate with my 
partner.
36 My partner really understands me and my 
needs.
Material from Emotions in Close Relationships Questionnaire - Revised Fraley et a/.,(2000) 
with permission
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Appendix 8: Obsessional Beliefs Questionnaire (OBQ-44)
This inventory lists different attitudes or beliefs tha t people sometimes hold. Read each 
statement carefully and decide how much you agree or disagree w ith it.
For each of the statements, choose the number matching the answer tha t best describes 
how you think. Because people are different, there are no right or wrong answers.
To decide whether a given statement is typical o f your way of looking at things, simply keep 
in mind what you are like most o f the time.
Use the following scale:
 1___________2___________3____________4__________ 5__________ 6__________ 7
Disagree disagree disagree neither agree agree agree agree
very much moderately a little nor disagree a little moderately very much
In making your ratings, try to avoid using the middle point o f the scale (4), but rather 
indicate whether you usually disagree or agree w ith the statements about your own beliefs 
and attitudes.
1 1 often th ink things around me are unsafe. 1 2 3 4 5 6 7
2 If I'm not absolutely sure of something. I'm bound to make 
a mistake
1 2 3 4 5 6 7
3 Things should be perfect according to my own standards 1 2 3 4 5 6 7
4 In order to  be a worthwhile person, 1 must be perfect at 
everything 1 do
1 2 3 4 5 6 7
5 When 1 see any opportunity to do so, 1 must act to prevent 
bad things from happening
1 2 3 4 5 6 7
6 Even if harm is very unlikely, 1 should act to  prevent it at 
any cost
1 2 3 4 5 6 7
7 For me, having bad urges is as bad as actually carrying 
them out
1 2 3 4 5 6 7
8 If 1 don 't act when 1 foresee danger, then 1 am to blame for 
any consequences
1 2 3 4 5 6 7
9 If 1 can't do something perfectly, 1 shouldn't do it at all 1 2 3 4 5 6 7
10 1 must work to  my full potential at all times 1 2 3 4 5 6 7
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11 It is essential for me to  consider all possible outcomes of a 
situation
1 2 3 4 5 6 7
12 Even m inor mistakes mean a job is not complete 1 2 3 4 5 6 7
13 If 1 have aggressive thoughts or impulses about my loved 
ones, this means 1 may secretly want to  hurt them
1 2 3 4 5 6 7
14 1 must be certain o f my decisions 1 2 3 4 5 6 7
15 In all kinds of daily situations, failing to  prevent harm is just 
as bad as deliberately causing harm
1 2 3 4 5 6 7
16 Avoiding serious problems (for example, illness or 
accidents) requires constant e ffo rt on my part
1 2 3 4 5 6 7
17 For me, not preventing harm is as bad as causing harm 1 2 3 4 5 6 7
18 1 should be upset if 1 make a mistake 1 2 3 4 5 6 7
19 1 should make sure others are protected from any negative 
consequences of my decisions or actions
1 2 3 4 5 6 7
20 For me, things are not right if they are not perfect 1 2 3 4 5 6 7
21 Having nasty thoughts means 1 am a terrib le person 1 2 3 4 5 6 7
22 If 1 do not take extra precautions, 1 am more likely than 
others to have or cause a serious disaster
1 2 3 4 5 6 7
23 In order to feel safe, 1 have to be as prepared as possible 
fo r anything that could go wrong
1 2 3 4 5 6 7
24 1 should not have bizarre or disgusting thoughts 1 2 3 4 5 6 7
25 For me, making a mistake is as bad as failing completely 1 2 3 4 5 6 7
26 It is essential for everything to  be clear cut, even in minor 
matters
1 2 3 4 5 6 7
27 Having a blasphemous thought is as sinful as committing a 
sacrilegious act
1 2 3 4 5 6 7
28 1 should be able to rid my mind of unwanted thoughts 1 2 3 4 5 6 7
29 1 am more likely than other people to accidentally cause 
harm to myself or to others
1 2 3 4 5 6 7
30 Having bad thoughts means 1 am weird or abnormal 1 2 3 4 5 6 7
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31 1 must be the best at things that are important to me. 1 2 3 4 5 6 7
32 Having an unwanted sexual thought or image means 1 
really want to do it.
1 2 3 4 5 6 7
33 If my actions could have even a small effect on a potential 
misfortune, 1 am responsible for the outcome.
1 2 3 4 5 6 7
34 Even when 1 am careful, 1 often think that bad things will 
happen
1 2 3 4 5 6 7
35 Having intrusive thoughts means I'm out of control 1 2 3 4 5 6 7
36 Harmful events will happen unless 1 am very careful 1 2 3 4 5 6 7
37 1 must keep working at something until it's done exactly 
right
1 2 3 4 5 6 7
38 Having violent thoughts means 1 will lose control and 
become violent
1 2 3 4 5 6 7
39 To me, failing to prevent a disaster is as bad as causing it 1 2 3 4 5 6 7
40 If 1 don't do a job perfectly, people won't respect me 1 2 3 4 5 6 7
41 Even ordinary experiences in my life are full of risk 1 2 3 4 5 6 7
42 Having a bad thought is morally no different than doing a 
bad deed
1 2 3 4 5 6 7
43 No matter what 1 do, it won't be good enough 1 2 3 4 5 6 7
44 If 1 don't control my thoughts, I'll be punished 1 2 3 4 5 6 7
Material from the Obsessive Beliefs Questionnaire - 44 OCCWG, (2005) with permission.
93
Appendix 9: Participant Background Information Questionnaire
Firstly, we’d like to ask for some basic information about you (such as your age, education 
and employment status) as we are trying to obtain the views o f a wide range of people. This 
information about you will never be used to identify you and all data is confidential.
1. We are interested in people who may or may not have experienced mental health 
difficulties.
Have you ever received a diagnosis or seen a mental health professional in relation to any of 
the following mental health difficulties? Please select the appropriate responses:
Depression □  Social Anxiety □  Post Traumatic Stress Disorder □
(PTSD)
Panic Disorder □  Phobia □  Generalised Anxiety Disorder □
Obsessive Compulsive Disorder 
None □
□  Other
(please specify):
2. What is your gender? Male □  Female □
3. What is your age?
4. What is your highest educational qualification?
(select the appropriate answer):
None □  Diploma (END, SRN, etc) D
GCSE/O-Level/CSE D Degree (BSc, BA etc) 0
A-Level/AS Level 0  Postgraduate degree/diploma 0
5. What is your current employment status? (select the appropriate answer): 
Employed full time O  Retired D
Employed part time D  Unemployed D
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Student D Other □
6. What is your current relationship status? (select the appropriate response): 
Single □  Divorced/ separated O
Married D  Widowed D
Civil Partnership D Co-habiting D
7. How would you describe your ethnic origin? 
a) White
British D
b) Mixed
White and Black Caribbean
Irish □ White and Black African
Other White background O White and Asian
Other Asian Background 0
Any other Mixed background
c) Asian or Asian British 
Indian □
d) Black or Black British 
Caribbean
Pakistani □ African
Bangladeshi □ Other Black background
e) Chinese or Other ethnic group 
Chinese D Any other background
Appendix 10: Debrief Screen
Thank you for your Co-operation 
Sources of Support
Answering questions about your mood and relationships may be potentially 
distressing but we anticipate that any effects will be temporary. However, if  this
should occur we advise you to contact your GP or telephone the Samaritans on
08457 90 90 90. Further sources o f support recommended by the NHS are listed at 
http://www.nhs.uk/Livewell/mentalhealth/Pages/Helplines.aspx
Contact details
If you would like any further information please contact Tamsyn Packman 
(T.Packman@surrey.ac.uk) by email, or leave a message on 01483 689441 and I 
will get back to you. If you have any complaint or concerns about any aspect o f this 
study please contact Dr Clara Strauss, on 01483 689441 or email her at
c.strauss@surrey.ac.uk
Prize Draw
To thank you for taking part in the study you can choose to enter a prize draw with 
a first prize of £50 in Amazon vouchers and two second prizes of £25 in Amazon 
vouchers. If you would like to take part in the prize draw please email Tamsyn
Packman at T.Packman@surrey.ac.uk to let her know you have completed the
study.
Summary of Findings
If you would like a copy of the summary of findings from the completed study 
please contact Tamsyn at T.Packman@surrey.ac.uk.
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Appendix 11: Ethical Approval Letter
UNIVERSITY OF
SURREY
Dr Adrian Coyle Faculty of
Chair: Faculty o f Arts and Human Sciences Ethics Arts anc* Human Sciences
Committee
University of Surrey P a u l S te p h e n s o n
D ire c to r o f  H um an  Resources
Tamsyn Packman 
PsychD Clin ical Trainee 
Department o f  Psychology 
University o f  Surrey
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
w w w .su rrey.ac.uk
23"' February 2011 
Dear Tamsyn 
Reference: 573-PSY-l 1
Title of Project: An investigation into the role of attachment and parenting in the 
formation of O CD related beliefs.
Thank you for your submission o f  the above proposal.
The Faculty o f  Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
I f  there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix 12: Normality Table for Variables
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ABSTRACT
This study aimed to explore Regional Clinical Psychologists' perceptions of the potential 
impact o f trainees w ith diverse (non-psychology/non-NHS) employment experiences. The 
study used a service evaluation cross-sectional survey using an open-ended questionnaire. 
Questionnaires were sent to 70 Clinical Psychologists and course supervisors fo r a training 
course in South East England. Data from 21 questionnaires was analysed qualitatively using 
thematic content analysis. Findings were lim ited by small sample size of only course 
supervisors. Two main themes emerged describing participants' views of potential benefits 
and challenges of trainees' diverse employment experiences. The potential impact o f these 
experiences was considered in terms of training or the w ider professional context. 
Preliminary suggestions to highlight trainees' strengths and transferable skills were 
discussed.
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INTRODUCTION
The British Psychological Society has put improving the diversity o f the applied psychology 
workforce at the forefront o f the agenda. A recent report (British Psychological Society, 
2004) considers how intake on undergraduate psychology is contributing to  an un­
representative set of people (in terms of gender, ethnicity, disability and social class) who 
then go onto apply fo r applied psychology training courses.
There is little  specific literature on trainees w ith diverse (non-psychology/NHS) pre training 
employment experiences. It is d ifficu lt to  estimate what proportion o f the training 
population might have significant diverse work experience or a previous non-psychology 
career. The proportion of successful applicants to  training courses aged 35+ in 2005 and 
2006 was between 6-8 per cent. In considering trainees w ith significant pre-training 
experience in another career then it would seem likely that these trainees may also be 
those who are older than the average age fo r commencing training, currently 27 years 
(CHPCCP1, 2006). Research on mature students in nursing (Kevern & Webb, 2004) has 
identified some practical challenges tha t mature student nurses face, including feeling 'de­
skilled'.
The current New Ways of Working for Applied Psychologists Group (NWWAP) are working 
w ithin the context o f several major initiatives including Lord Layard's report and Improving 
Access to Psychological Therapies to develop proposals so that psychologists can meet 
these demands (NWWAP, 2006). This working group suggested ways in which the 
psychology workforce can be reconfigured to a model w ith more supported pre­
qualification routes available; reducing the amount o f therapy delivered by doctoral level 
psychologists and changing the role o f the Clinical Psychologist to meet new service 
demands fo r consultancy, management and potentially the responsible clinician role. 
Potentially there may be skills which trainees are bringing that are not being fully utilised 
or, conversely, deficits which need to be identified and addressed to meet the changing 
demands of the profession.
1 CHPCCP: Clearing House for Postgraduate Courses in Clinical Psychology
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"In my view, the profession would be the poorer i f  the assistant role were too closely linked 
to training — a diversity o f pre-qualification experience enriches training cohorts and the 
profession. "
This view from Roth (1998) is contrary to that expressed by Williams (2001) which reflects a 
position that relevant experience consists entirely o f what is needed and required to meet 
the course requirements for gaining a place on clinical training. What is common to  all the 
more 'traditionar(W illiam s, 2001) types of pre-training employment (Assistant 
Psychologist/Research Assistant/Support Worker posts) experiences is that they are, more 
so before Agenda fo r Change, not well paid, often temporary and offer no certain career 
progression. Consequently it may not be financially viable fo r potential trainees to  stay in 
such employment fo r many years.
Recently, the training course evaluated in the current study has taken a proactive stance to 
encourage applications from older applicants w ith alternative career and life experience, 
and is explicitly supportive of applications from people w ith previous non-psychology 
related career experience: "The Programme believes that training is enhanced when 
trainees are from diverse cultural and employment backgrounds" (CHPCCP, 2006).
This study is concerned w ith exploring the potential benefits and challenges of working w ith 
trainees w ith previous non psychology career experience from the perspective of clinical 
psychologists' and supervisors fo r a local training course. This perspective would be 
valuable in learning what support trainees and supervisors might need in view of any 
potential challenges or specific learning needs highlighted. In highlighting any potential 
benefits, it w ill also raise awareness of the possible value of training people w ith non­
standard experience.
The aims of this study were to  investigate:
a) W hether regional clinical psychologists perceive trainees' pre-doctoral diverse 
employment experiences have an impact.
b) If so, what the nature and extent o f this impact is.
In considering my position as a trainee who has entered through the conversion course 
route, I thought about whether I would class myself as a trainee w ith 'diverse employment
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experiences' although I have also had many of the more traditional pre-training work 
experiences. This would undoubtedly be influential in my choice of this project and in my 
interpretation of the data. (Braun and Clarke, 2006).
METHOD 
Design
The study was a service evaluation cross-sectional survey using an open-ended 
questionnaire.
Sample
Participants were approached through a database of regional clinical psychologists and 
supervisors held by the course. The evaluation took place amongst regional clinical 
psychologists and placement supervisors working in three NHS trusts w ithin the placement 
area of a local PsychD training course in South East England.
The evaluation was extended to  other psychologists in the region and not just those 
currently supervising trainees to capture a range of perspectives and elim inate any 
response bias. Altogether, 21 people participated in the study giving a 30 per cent response 
rate.
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Figure 1. Demographic Characteristics of Participants
Category Number
Number of Participants: 21
Gender:
Female 18
Male 2
Not stated 1
Age Range:
25 -  34 years 3
3 5 -4 4  years 6
45 -  54 years 9
55 -  64 years 2
65 + years 0
Mean number of years
No. of years qualified 17
No. of years supervising
trainees 9
The majority o f participants were female and from tw o age bands (35-44 and 45-54 years). 
The participants were, on average, qualified fo r 17 years and had been supervising trainees 
for 9 years. On analysis o f demographic data nearly all participants responded as having 
experience of supervising trainees from the course.
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Measure
A semi-structured questionnaire (Appendix B) was used, including five open response style 
questions, one of which also required ranked ratings of five different types of work 
experience, and four tick box and closed response style questions on participant 
demographics.
Procedure
A pilot questionnaire was sent to  five clinicians in a local NHS service. The final 
questionnaire was amended according to feedback from the pilot.
The final questionnaire was distributed via email (Appendix A) to 70 regional clinical 
psychologists and clinical placement supervisors across three regional NHS trusts. One 
reminder email was sent after a week (Appendix C). Participants returned questionnaires 
to the researcher via email and post.
Analysis
Open ended questions from the questionnaires emailed to  participants were analysed using 
thematic content analysis (Braun & Clarke, 2006). Thematic analysis has been criticised for 
being poorly defined, but Braun and Clarke (2006) argue that it is a flexible method in its 
own right. The analysis was closely grounded in the data and as there was little  previous 
research to  inform the development o f prior coding categories. After several readings of 
the questionnaire data initial ideas were noted. Initial themes were generated by 
identifying phrases in participants' responses that seemed to represent a discreet and 
significant idea. In doing this I had to  acknowledge my position as a trainee and the 
assumptions and biases that I might bring as a researcher when making sense o f the data. 
Frequencies of initial themes were counted and organising themes which described a 
number of sub themes were identified (Appendix E).
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RESULTS
Due to  space constraints only the main themes, 'Benefits' and 'Challenges', and prominent 
sub themes are reported here. Supervisors' ratings of the perceived usefulness of 
traditional pre-training employment experiences are not discussed here as they do not 
directly relate to the original aims of the research.
Theme: Benefits impact of diverse employment experiences
There was a strong perception that trainees w ith diverse working experiences may be 
capable of more creative/flexible responses to professional challenges. This idea was 
reflected in the sub-themes of 'New/Challenging thinking' and 'Better adjustment to 
professional change':
"provide new and possibly innovative responses to current difficulties" (p .l)
"the introduction o f useful 'difference' to challenge our thinking and practice" (p. 18)
"May be more able to be flexible and adaptable in face o f changing times in NHS and New 
Ways o f W orking" (p.20)
The idea of not only adjusting and challenging but actively bringing new skills to  the 
profession was reflected in a strong theme that trainees who had experiences o f working in 
non clinical contexts may bring needed skills in the profession:
"Often have expertise and had opportunity to develop entrepreneurial and leadership skills" 
(p.13)
108
"Awareness o f a wider range o f organisational designs and processes -  tha t how we do 
things in the NHS is only one way" (p.13)
"Experience o f d ifferent organisations may help w ith politics and negotiation skills"
often show strengths in specific skills relating to their previous employment...trainees who 
have previously taught have shown a clear strength in their presentation and 
communication skills" (p.3)
Some o f the sub-themes showed that participants viewed trainees w ith these experiences 
as having personal qualities such as confidence which could be related to m aturity or 
having more life /work experiences in general:
"Trainees with diverse employment experience often show more confidence in their 
abilities....having worked in other fie lds"  (p.3)
"They may have a broader outlook on life and be more confident as a result o f it, which may 
enable them to deal with the selection process more com fortably" (p.19)
Access to insider knowledge of the selection process gained through networking w ith 
other assistant psychologists was not always viewed positively. It was thought that diversity 
in work experience often brought a welcome difference to application forms and 
interviews.
"many o f the form s read very similarly, or are making sim ilar general points...people who 
have had different types o f experiences may be expected to write about different things and 
in d ifferent ways" (p.6)
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Participants expressed that one value of experience working in other organisations was that 
it may enable trainees to bring fresh thinking and working practices to the NHS.
"Bringing into the NHS a different cultural fram ework can break up crystallised ways o f 
thinking and open up new ways o f dealing with things' (p.19)
This was also reflected in the potential value that was place upon having experience of 
working w ith people in a non patient role. Participants suggested that this may enable 
trainee to  be more sensitive to diversity, power issues and client's worlds:
"may be able to recognise, challenge, provide alternatives to assumptions and practices...for 
example, standards o f efficiency, customer service or complaints procedures in commercial 
sector may have something to o ffe r' (p.17)
Theme: Challenges of diverse employment experiences
Some participants expressed concerns that some trainees may not have had sufficient 
'trad itional' pre-training work experience and this result in additional learning needs:
"There may be 'gaps' in experience tha t disadvantage people, e.g. research experience, 
academic experience" (p. 18)
"..may fee l less academically qualified than those with research experience, they may fee l 
less confident with clinical material than more clinically experienced trainees" (p.15)
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The sub-theme of career change was discussed in a negative light. When viewed as a 
challenge to selection participants' often presented this as selector bias during the 
application/interview process:
"May suggest less commitment than others i.e. why not f irs t career choice?" (p.11)
"Whether the selectors consider their experiences and p rio r training has prepared them 
sufficiently fo r  clinical psychology, and i f  they have had an extensive prio r career why they 
wish to change at this po in t." (p. 10)
"may have less o f an established commitment to the culture and values o f the profession, 
and make less investment in preserving this identity" (p. 17)
There was a clear consideration of the working culture of a large public body like the NHS as 
bureaucratic and risk averse. Participants expressed that this may present a challenge to 
trainees used to more flexible working environments, possibly in the private sector:
"Needing to adapt to systems that are less flexible and more directive" (p.11)
"Frustration a t working within such a large body...and about the lim ited resources and 
fund ing" (p.9)
This was also reflected in the sub-theme that viewed trainee's previous working style and 
role as possibly d ifficu lt to  adjust from:
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Depending on trainee's previous employment..previous skills tha t clash...for example clinical 
psychologists can usefully take a questioning/Socratic approach... Where trainees have been 
used to working in a more directive or power-based position, they may struggle to adapt 
their style or approach' (p.3)
"identity may be bound up with their previous role..may be threatening to leave their 
com fort zone" (p.21)
DISCUSSION
This study aimed to explore regional clinical psychologist's construction o f and attitudes 
towards trainees w ith diverse employment experiences. Some participants suggested that 
diversity in work experience would not have a notable impact on training or the profession. 
Many participants perceived ways in which such experiences could challenge or benefit. 
The impact of these experiences was suggested as possibly influential in the context of 
training and perhaps in a w ider context professional context.
When discussing the benefits o f a core competencies model o f training, Kinderman (2001) 
stated that acknowledging where core competencies were both distinctive and overlapped 
with other branches of psychology and professions was important. This acknowledgment 
that certain skills needed as a Clinical Psychologist can be shared w ith other professions has 
historically and currently required the profession to clearly state what Clinical Psychologists 
do that is unique.
The suggestion that having a previous non- psychology career may equip trainee w ith 
certain skills that are valuable in the context o f the evolving role o f the Clinical Psychologist 
may have implications fo r the New Ways of Working initiative to revise training models. 
Transferable skills such as leadership, management, and negotiation, highlighted in this 
study would seem im portant given the direction that the role of the Clinical Psychologist is 
taking -  towards more consultative roles and in an increasingly competitive environment in 
which other less costly professions offer psychological therapies.
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Limitations
It is not possible to say if the sample o f participants who took part in this research may hold 
views that are representative of clinical psychologists and placement supervisors as a 
whole. The fact that all participants were course supervisors introduces the possibility o f a 
response bias.
The response rate (30 per cent) although not unexpectedly low would suggest tha t possibly 
many people did not consider the research area im portant or relevant. The lack of 
clarification of 'trainees w ith diverse employment experiences' could have discouraged 
some people from participating.
This could have implications fo r the use of this term  on the course webpage.
Targeting quite a specific population so the response rate could have been improved by 
sending out questionnaires earlier and via post also.
The broad focus was justified as there was little  literature to  inform the development o f the 
questions and as such I wanted to see if the data could be used to develop theory rather 
than be driven by it. The thematic analysis approach used allowed for this flexib ility  o f 
approach. The broad nature of the research question may have been better suited to  either 
a focus group or individual interviews.
Implications for Training Courses
These results could provide some suggestions for aspects o f training but these suggestions 
are cautious due to  the lim itations described.
The implications fo r training courses are that diverse employments experiences could 
represent a huge range of experiences. Of course, it is im portant not to make assumptions 
about trainees w ith these experiences any more than others trainees. However it seemed 
that there were several consistent ideas about what trainees w ith these experiences could 
bring to  the ir training and the wider context o f the profession.
For training courses it could give an indication of some of the potential challenges for both 
trainees and supervisors; such as being mindful o f trainee's previous working style/role.
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Future research on the issues reflected in themes about previous working/learning styles 
could be explored in the context o f theories of adult learning styles. Thinking about models 
o f supervision may provide a framework fo r fu rther research exploring the possible 
influence of previous working styles and roles on transition to  a 'learning' role as a trainee.
The themes identified also highlight potential benefits o f non NHS/psychology pre-training 
experience that could indicate possible areas fo r development to meet the changing role o f 
the Clinical Psychologist. These could be addressed w ithin the training courses -  i.e. 
leadership skills and organisational awareness. The possible challenges facing candidates 
from diverse pre-training experience during selection (lack of knowledge of selection 
processes) have already begun to  be addressed locally though pre-interview open days 
aimed specifically at applicants from a non-traditional background.
Possible suggestions for taking forward ideas from this study include:
Facilitating adjustment from previous work cultures/roles by placing greater 
emphasis on the transferability of skills. This could apply to  all trainees as a method 
of acknowledging the positive impact o f prior work and personal experience. 
Allowing space/time for reflection on influence of previous working styles/roles. 
This could be achieved in a forum such as a case discussion group or supervision. 
Evaluating course open days targeted at applicants from diverse/non-traditional 
backgrounds to establish whether the open days were fu lfilling the ir remit.
Case discussion groups function as a forum for reflection and development fo r trainees. 
Allen et al., (as cited in Galloway et al., 2003) proposed a five stage model o f trainee 
development after reviewing the structure o f a training course. This model drew attention 
to 'deskilling' as a recognised early developmental process during which trainees 
supposedly 'le t go of form er identities and skills' as they assimilate new knowledge.
In summary, some potentially unique challenges (adjustment to learning role) and benefits 
(transferable skills), as viewed by supervisors, have been suggested. These may have 
relevance not only for training but a w ider implication fo r the profession. This seems tim ely 
to consider diversity in training in light of the possible changes to training models proposed 
by the New Ways of Working for Applied Psychologists Group due to report in July 2007.
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Dissemination of Results
Dissemination o f the study's findings has yet to  occur.
The opportun ity fo r feedback was offered to  participants. It is not possible to  send out 
feedback to  just those people who have participated as participants have remained 
anonymous throughout. A summary o f findings from  this report w ill be emailed to  the 70 
regional psychologists identified in the participant sample. The researcher w ill also consider 
w riting up the results o f this study, along w ith other university based research projects on 
diversity in training, fo r Clinical Psychology Forum in order to  reach a w ider audience.
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Appendix A: Covering email
Dear Colleague,
SRRP QUESTIONNAIRE
I am a first year trainee clinical psychologist conducting a service related research project 
(SRRP) led by the University of Surrey PsychD Training Course. The study seeks to  explore 
and understand clinical psychology supervisors' perspectives of the impact that trainees 
w ith diverse employment experiences have on supervision, the profession and services.
The current proposals by the DCP New Ways of Working for Applied Psychologists revising 
Clinical Psychology Training have brought attention to pre-qualification experience and 
routes into training [NWWAP Report, 2006).
The Surrey Training Course actively supports applications from trainees w ith diverse 
employment experiences.
For the purposes of this study such trainees are defined as:
having changed from a previous non-psychology career
or as having had significant employment experiences other than psychology.
These trainees may have also studied a previous degree subject or are likely to be 
older than the average age fo r starting training, currently 27 years [Clearing House 
website).
This research is aimed at regional clinical psychology supervisors and forms part o f a larger 
university based enquiry into the implications of trainee diversity.
It aims to  explore the impact these trainees' d ifferent work and life experiences may have 
on the ir clinical training. It is not necessary to  have experience of supervising such trainees, 
as defined here, in order to participate in this research.
All the information you provide will be anonymous and confidential. You will not be 
identified in any report, publication or research presentation.
If you would like to participate I would be grateful if you could complete the attached 
questionnaire by Monday 11th June 2007. Please could you return the completed 
questionnaire by email to:
tp00003(a)surrev.ac.uk
It is recommended to save a copy of your completed questionnaire before emailing back as 
an attachment.
Please do not hesitate to contact me at the above email address if you have any questions 
or queries. Thank you very much for your time.
Kind regards,
Tamsyn Packman 
Clinical Psychology Trainee 
University o f Surrey
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Appendix B: Questionnaire
SERVICE EVALUATION QUESTIONNAIRE:
Working w ith trainees w ith diverse employment experiences 
Please answer the fo llow ing questions as fu lly  as possible.
Q l. Selection of trainees for clinical training
a) In what ways do you think that trainees may benefit from the ir diverse employment 
experience during the selection process?
b) What challenges would you perceive tha t trainees w ith diverse employment experience 
may face during the selection process?
Q2. Traditional pre-training employment experiences
a) Please consider the follow ing types of traditional pre-training work experiences in terms 
of the ir usefulness fo r preparing trainees for the clinical psychology doctorate (rate from  1- 
5, where 1 is the most useful and 5 is the least useful):
Rating (1-5)
Assistant Psychologist
Graduate Mental Health Worker
Research Assistant
Placement (sandwich) year in undergraduate degree
Nursing Assistant/Support worker
119
b) Please provide some reasons why you consider this type of experience (the experiences 
that you gave a T  or '2 ' in the previous question) to be the most useful fo r clinical training: 
1
2
Q3. Working in the NHS during training
a) What particular benefits do feel tha t trainees w ith diverse employment experiences 
might bring to working in the NHS?
b) What challenges do you perceive that trainees w ith diverse employment experiences 
may face in working in the NHS?
Q4. Preparation for working in the profession of clinical psychology
a) How these trainees' experiences might benefit them in working in clinical psychology as a 
profession?
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b) How might these trainees' experiences challenge them in working in clinical psychology 
as a profession?
c) In what way do you feel that such trainees may have an impact on the development of 
the profession?
Q5. Supervising trainees
In what ways could working w ith a trainee w ith diverse employment experience benefit or 
challenge the supervisory relationship?
Please fill in the following information about yourself:
Age: 25-34 [ ] 35-44 [ ] 45-54 [ ] 55-64 [ ] 65+ [ ]
Gender: M [ ] F [ ]
Number of years as a qualified Clinical Psychologist [ ]
Number of years selecting/supervising Surrey PsychD trainees (if applicable) [ ]
Thank you taking time to complete this questionnaire
Please return the questionnaire via email to tp00003@surrev.ac.uk
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Appendix C: Reminder email
Dear Colleague,
SRRP QUESTIONNAIRE
Further to  my recent email I would like to thank anyone who has completed my service 
related research project (SRRP) questionnaire. If you have already completed this 
questionnaire, or do not wish to, then I hope you will excuse me writing again.
I am a first year trainee clinical psychologist conducting a service related research project 
(SRRP) led by the University o f Surrey PsychD Training Course. The study seeks to  explore 
and understand clinical psychology supervisors' perspectives of the impact that trainees 
w ith diverse employment experiences have on supervision, the profession and services.
The current proposals by the DCP New Ways of Working fo r Applied Psychologists revising 
Clinical Psychology Training have brought attention to  pre-qualification experience and 
routes into training [NWWAP Report, 2006).
The Surrey Training Course actively supports applications from trainees w ith diverse 
employment experiences.
For the purposes of this study such trainees are defined as:
having changed from a previous non-psychology career
or as having had significant employment experiences other than psychology.
These trainees may have also studied a previous degree subject or are likely to  be older 
than the average age for starting training, currently 27 years [Clearing House website).
It is not necessary to have experience of supervising such trainees, as defined here, in order 
to participate in this research.
All the information you provide will be anonymous and confidential. You will not be 
identified in any report, publication or research presentation.
If you would like to  participate I would be grateful if you could complete the attached 
questionnaire by Wednesday 13th June 2007. Please could you return the completed 
questionnaire by email to:
tp00003@surrey.ac.uk
It is recommended to save a copy of your completed questionnaire before emailing back as 
an attachment.
Please do not hesitate to  contact me at the above email address if you have any questions 
or queries. Thank you very much for your time.
Kind regards,
Tamsyn Packman 
Clinical Psychology Trainee 
University o f Surrey
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Appendix: D: Analysed questionnaire
f t in y  torr'k. 
’O tp en  r  >) u> 
ftfu j Cÿi c-f - l ' f t  
t X f X t i e n c t
UXHt1/'
- f f  Sibvt
SERVICE E V A LU A TIO N  Q UESTIO NNAIRE:
Working with trainees with diverse employment experiences
Please answer the fo llo w in g  questions as fu lly  as possible.
Q l. Selection of trainees for clinical training
a) In what ways do you think that trainees may benefit from their diverse employment 
experience during the selection process?
Trainees with diverse employment experience often show more confidence in their 
abilities. This is perhaps because, having worked in other fields, they simply have 
more working experience and life experience. This self-confidence may bean ' f  f f in  
advantage during the selection process. ~ ’
mtitoAv
It may be d ifficu lt to disentangle the gains o f maturity
diverse employment experience, as these trainees are often older than the average 
trainee age.
I have found that trainees from diverse employment experience often show strengths 
in specific skills relating to previous employment, which may put them in good stead W \.2 frrv  I : { 
during interviews and selection. For example, trainees who have previously taught 1
have shown a clear strength in their presentation and communication skills.
I often think that trainees who have given up well-established careers to take assistant 
psychology posts in order to eventually train as Clinical Psychologists are clearly 
demonstrating their dedication, determination and enthusiasm for the field. This, 
I am sure, is noted and valued in the selection process.
b) What challenges would you perceive that trainees with diverse employment 
experience mav face during the selection process?
%
1 m not sure I can identify any challenges specific to these trainees.
Q2. Traditional pre-training employment experiences
a) Please consider the following types o f traditional pre-training work experiences in 
terms o f their usefulness for preparing trainees for the clinical psychology doctorate 
(rate from 1-5, where 1 is the most useful and 5 is the least useful):
Rating (1-5)
X  Assistant Psychologist
Graduate Mental Health Worker 
Research Assistant
Placement (sandwich) year in undergraduate degree 
Nursing Assistant/Support worker
0
0
0
0
0
tv’i — a iâ U  K  
and life-experience from
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b) Please provide some reasons why you consider this type o f experience (the
experiences that you gave a ' 1’ or '2 ' in the previous question) to be the most useful 
for clinical training:
fit ru d-l
H x ^ . itM C / 'l)  Trainees working as Assistant Psychologists are more likelv to have had good 
f p c ,  , [ l,nical experience under close supen ision o f a clinical psychologist. I think this
^  better prepares them for their first AMH placement, and perhaps these trainees are
dc .ut sll§htl>' more confident.
2) I have observed that those trainees with prior research experience are much more 
t  u *v confident at carrying out research during the course (e.g. SRRPs). They are more
c k ii / independent in their research thinking, and also sometimes more creative in their
ideas.
•^X.p^ne_na'
Q3, Woridng in the NHS during training
a) What particular benefits do feel that trainees with diverse employment experiences 
might bring to working in the NHS?
-  s f f  "  ^  in Q i: self-confidence, self-awareness, life-experience often helps these trainees to b k
- u u ’ i K. bring greater maturit}'and confidence to their clinical work. As in Q l: specific skills O d d ;
relating to previous employment, such as teaching skills or research skills.
b iu is p i uUXf Trainees who have w orked for many years in other similar &  complex organisational
S k il l,  j  .5} stems can usefully transfer &  apply their understanding and experience when ~~ pm-iou s
s -iio ioi; beginning work in the NHS. There are often many parallels. u / t  k
r'U i  i  b) What challenges do you perceive that trainees with diverse employment
experiences may face in working in the NHS?
Depending on trainees' previous employment / career I have sometimes observed that 
these trainees bring previous skills that clash with required skills for working as a , / , ■-
clinical psychologist in the NHS. For example, clinical psychologists can useîuÛy 1 ’ .
take a questioning / Socratic approach both in their clinical work and in team '  "  '
working. Where trainees have been used to working in a more directive or power- Q / b '  v i -
t  b356(1 P0SItl°n, they may struggle to adapt their style or approach. „  ;. ’ "
Q4. Preparation for working in the profession of clinical psychology - ; - T
a) How these trainees' experiences might benefit them in working in clinical 
psychology as a profession?
i i c f  As in Q l : self-confidence, self-awareness, life-experience often helps these trainees to .J x ,
— T i - V t  bnng greater maturity and confidence to their clinical work. As in Q 1 : specific skills 
relating to previous employment, such as teaching skills or research skills'
b) How might these trainees' experiences challenge them in working in clinical 
psychology as a profession?
-  Pk V, y As in Q3: b) some trainees from diverse employment backgrounds may find it harder 
Vv<Yik XtyU 10 adapt their style or approach to clinical work and team working
~  O tt i Ia -vU -v^  ( .X - iy x 'à ir i .
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c) In what way do you feel that such trainees may have an impact on the development 
of the profession?
I am not sure that these trainees will make a unique impact on the development of the 
profession.
Q 5. Supervising trainees
In what ways could working with a trainee with diverse employment experience 
benefit or challenge the supervisory relationship?
The benefits and challenges outlined in Q1 & 3 may equally apply within the 
supervisory relationship.
Please fill in the following information about yourself:
7ro spfufvc 
W pacfc
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Appendix E: Tables of themes and sub-themes
Theme Benefits o f diverse employment experiences
Sub-themes:
Transferable skills 
from  previous 
work
20,13, 3, 4,8,13, 
16,17, 18
"Often have expertise and had opportunity to develop entrepreneurial 
and leadership skills" (p.13)
"often show strengths in specific skills relating to their previous 
employment...trainees who have previously taught have shown a clear 
strength in their presentation and communication skills" (p. 3)
"May be seen as having a broad range o f transferable skills" (p. 21)
"Skills in areas tha t are becoming im portant in the NHS but have 
historically not been part o f what we do e.g. Marketing, business skills 
etc" {p. 18)
Personal qualities 
5, 20, 7 ,11 ,16
M aturity
"May be more mature as a result o f breadth o f experience or age" (p. 
11)
Confidence
"Trainees with diverse employment experience often show more 
confidence in their abilities....having worked in other fie lds"  (p. 3)
"May have gained greater confidence as a person and be more 
proactive" (p. 16)
Positive career 
choice
20,19, 3, 9, 12,17
"1 often think tha t trainees who have given up well-established careers 
to take assistant psychology posts...are clearly demonstrating their 
dedication, determination and enthusiasm fo r  the fie ld "  (p. 3)
"Perhaps more conscious decision to move into the profession" (p. 9)
"have chosen psychology from  a breadth o f experience rather than 
because it's  all they've ever thought o f"  (p. 12)
Wider experience 
o f world beyond 
psychology 
5 ,19 ,12 ,14 ,16 , 
17
"an ability to take different perspectives and empathise w ith other 
professional roles" {p. 12)
"Experience o f working in broader ways with diverse populations, other 
than patient/c lient populations" (p. 16)
"w ider range o f experience may contribute towards understanding 
people in real world contexts" (p. 17)
Memorable at 
selection 
6, 9, 17, 18
"many o f the forms read very similarly, or are making sim ilar general 
points...people who have had different types o f experiences may be 
expected to write about different things and in different ways" (p. 6)
"more likely to give original answers on application form , contrast to 
highly stereotyped pattern o f the m ajority" (p. 17)
"stand out by virtue o f being different -  a lo t o f application form s seem 
very sim ilar" (p. 18)
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New/Challenging 
thinking 
1,19,4,8,16,17
"creativity to think outside the box" (p. 8)
"provide new and possibly innovative responses to current difficulties" 
(p. 1)
"Bringing into the NHS a different cultural fram ew ork can break up 
crystallised ways o f thinking and open up new ways o f dealing with 
things' (p. 19)
"the introduction o f useful 'difference' to challenge our thinking and 
practice" (p. 18)
Better adjustment 
to professional 
change
19, 2 0 ,1 3 ,1 4 ,1 7
"May be more able to be flexible and adaptable in face o f changing 
times in NHS and New Ways o f Working" (p. 20)
Flexibility
"be ahead...in being able to cope with...new roles, more leadership, 
more innovation, less assessment & therapy provision" (p. 13)
Theme Challenges o f Diverse Employment Experiences
Sub-themes:
Additional 
learning needs 
1,4, 9 ,14 ,16
"May be less fam ilia r with the NHS or role o f a clinical psychologist and 
could therefore be perceived as having additional learning needs" (p. 1)
Lacking 
knowledge o f 
selection 
process
"Certain things directly relating to the selection process itself, would be 
harder fo r  people to get "in the know" about i f  they hadn't had contact 
o f some kind with a psychologist" (p. 12)
"criteria fo r  assessment may come from  a traditional mid-set -  hard fo r  
candidates who are not supervised by psychologists to know this" (p. 8)
Less committed 
to career 
11, 20,10,14, 
17
"May suggest less commitment than others i.e. why not f irs t career 
choice? Perhaps they would not stick to their current career choice either 
which would be a great loss to NHS in terms o f training them " (p. 11)
" if  they had an extensive prio r career, why they wish to change at this 
po in t"  (p. 10)
"possibly insufficient focus on psychology career" (p. 14)
"may have less o f an established commitment to the culture and values 
o f the profession, and make less investment in preserving this identity" 
(P -17)
Difficulty 
adjusting from  
previous work 
role/style 
5,19, 20, 3,1, 
17,18 ,15
"Being potentia lly stuck on a fram e o f reference which was useful in 
previous employment e.g. focus on a practical problem solving approach 
when a model o f Psychological therapy requires a more reflective stance 
to reformulate and refocus" (p. 5)
"m ight be d ifficu lt to go back to the role o f 'being led', especially i f  they 
were used to being the leaders in their previous employment" (p. 19)
"may fin d  supervisory relationship difficu lt i f  they have been used to 
being the boss" (p. 15)
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Difficulty 
adjusting to NHS 
work culture
I,9 , 20, 4, 8, 9,
I I ,1 0 ,  13,15,
17
"Frustration w ith such a large body/organisation and a t the lim ited  
resources and fund ing" (p. 9)
"May struggle w ith some o f the bureaucratic frustrations compared with 
organisations tha t are more efficient than the NHS" (p. 11)
"May be hard to get used to the NHS situation o f more demand than 
resources; this is different from  work which aims a t attracting  
customers" (p. 10)
Theme No specific im pact o f diverse employm ent experiences
Sub-themes:
Other factors  
more im portant 
12,2,3,14,18
"1 think fo r  a long while the profession has suffered from  too much 
homogeneity o f class, background, previous experience culture etc. 
Employment diversity probably encourages other kinds o f diversity" 
(P-12)
"[superv\s\on]depends more on the mutual personalities o f the two  
participants, which derive from  multiple life experiences" (p. 2)
"It may be d ifficu lt to disentangle the gains o f m aturity and life- 
experience from  diverse employment experience, as these trainees are 
often older than the average trainee age" (p. 3)
"Unlikely tha t having accomplished training these trainees w ill be 
differentially challenged in their subsequent professional role...people 
largely choose areas o f work that are congruent w ith their beliefs, 
expertise and experience" (p.14)
"1 don 't think it's the diverse experiences that challenge the supervisory 
relationship. It's a lo t o f other factors about the trainee's relationship 
with themselves, with their learning and with the supervisor" (p. 18)
Difficult to 
generalise 
6, 7 ,10,17,18
"It depends on what you mean by diverse and what their particular 
experience is" (p. 6)
"It depends on the nature o f the experiences and how these interface 
with training. It may be tha t previous diverse experience doesn't have 
any impact, or it  may be highly significant" (p. 18)
"All trainees are not the same. Making assumptions about trainees 
who've had 'trad itional' pre-training experience is also fraugh t with 
problems" (p. 7)
"W hat is meant by diversity e.g. second career older? from  another 
public service, or private sector? 1 do not think many statements could be 
generically applied" (p. 21)
Profession 
already diverse 
2
"  / think that the profession already includes such people, and 1 do not 
envisage any systematic impact...other than general enrichment" (p. 2)
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Appendix F: Confirmation of Feedback of Results
RE: SRRP Confirmation of Feedback
c.strauss@surrey.ac.uk [c.strauss@surrey.ac.uk]
Sent: 17 July 2011 22:07
To: Packman TL Miss (PG/R - Psychology)
Dear Tamsyn,
I am writing to confirm receipt of your SRRP findings.
Best wishes,
Clara
Research Tutor and Joint Admissions Tutor 
PsychD Clinical Psychology Programme 
University of Surrey 
Guildford 
GU2 7XH
No laughing matter: An exploration of the use of humour by 
trainee clinical psychologists in their professional role.
Qualitative Research Project 
May 2007 
Year 1
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ABSTRACT
Background
There has been a long history of studies of humour in health-care settings (e.g. Sumner, 
1990) and this interest has been driven by its potential benefits (e.g. Harries, 1996; Kuiper 
et al., 2004). Turner et al. (2005) examined the role that humour might play in protecting 
the mental health of trainee clinical psychologists. However research is limited as to  how 
humour is viewed as part of a professional identity fo r mental health professionals and 
trainee clinical psychologists in particular.
Aims
This research aimed to examine the role o f humour w ith in professional identity fo r clinical 
psychologists at the start o f the ir professional careers.
Method
Seven first year clinical psychology trainees took part in a semi-structured focus group 
lasting 40 minutes. Participant responses were analysed using Interpretative 
Phenomenological Analysis (Smith & Osborne, 2003).
Analysis
Most emerging themes were clustered under the super-ordinate themes of 'hum our as 
d ifficu lt and dangerous' and 'humour as a powerful and legitimate too l'. These two 
organising themes were seen as representing a dilemma, surrounding participants' use of 
humour in their role as trainee clinical psychologists. Another super-ordinate theme 
identified was that of 'mediating the use of humour' seen as an attem pt to resolve the 
dilemma presented by the other tw o super-ordinate themes.
Discussion
The practical and theoretical implications of the findings were discussed including a 
potential need for an evidence base in using humour in the early stages o f developing 
professional identity. Limitations of the study were also discussed.
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RESEARCH LOG
1 Formulating and testing hypotheses and research questions Z
2 Carrying out a structured literature search using information technology 
and literature search tools
Z
3 Critically reviewing relevant literature and evaluating research methods Z
4 Formulating specific research questions Z
5 W riting brief research proposals Z
6 W riting detailed research proposals/protocols Z
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
Z
8 Obtaining approval from a research ethics committee Z
9 Obtaining appropriate supervision fo r research Z
10 Obtaining appropriate collaboration fo r research Z
11 Collecting data from research participants Z
12 Choosing appropriate design fo r research questions z
13 W riting patient information and consent forms z
14 Devising and administering questionnaires z
15 Negotiating access to study participants in an applied NHS setting
16 Setting up a data file z
17 Conducting statistical data analysis using SPSS z
18 Choosing appropriate statistical analyses z
19 Preparing quantitative data fo r analysis z
20 Choosing appropriate quantitative data analysis z
21 Summarising results in figures and tables z
22 Conducting semi-structured interviews z
23 Transcribing and analysing interview data using qualitative methods z
24 Choosing appropriate qualitative analyses z
25 Interpreting results from quantitative and qualitative data analysis z
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26 Presenting research findings in a variety o f contexts
27 Producing a w ritten  report on a research project ✓
28 Defending own research decisions and analyses Z
29 Submitting research reports fo r publication in a peer-reviewed journals or 
edited book
30 Applying research findings to  clinical practice Z
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Academic Dossier
Even people who feel paranoid have enemies! Discuss the 
possible meaning and function of paranoid/persecutory 
ideas. How might clinical psychologists work with people who
feel so afraid?
Adult Mental Health Essay 
December 2006 
Year 1
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INTRODUCTION
There are tw o central elements to the content o f a persecutory or paranoid thought; firstly, 
the person who holds the paranoid thought thinks tha t harm actually is or is going to  occur 
to them. Secondly, this person also thinks tha t a pe rsecu to r^  has the intention to  cause 
harm. (Freeman & Garety, 2004)
The focus of the essay is on clinically relevant paranoid ideas. These are most often referred 
to in the literature as persecutory or paranoid beliefs or delusions and which I shall refer to 
from now on as 'paranoid beliefs'. The reason for this is that the use of the term  delusion 
suggests that the content o f these beliefs is abnormal and qualitatively d ifferent to  the 
paranoid ideas that anyone can entertain. This is important as my interest in paranoid 
beliefs and the main focus o f this essay will look at how recent research has made what the 
psychiatrist Jaspers (as cited in Bentall, 2003), once called 'un-understandable', 
understandable in terms of normal psychological processes. A full history o f the 
development of the current diagnostic classification can be found elsewhere, I wish to  draw 
attention to the fact that the traditional medical model conceptualisation o f paranoid 
beliefs as part o f psychotic illnesses such as schizophrenia or disorder such as paranoid 
personality disorder has been challenged by the symptom-based approach of psychological 
researchers over the last decade.
My focus here w ill be primarily on two cognitive models of paranoid: Bentall et al., (1994; 
2001) and Freeman and Garety (2002). These researchers have studied paranoid beliefs in a 
symptom-based approach, which has sought to make separate symptoms o f psychoses 
understandable as experiences in their own right. The tw o cognitive models discussed are 
based on clinical research on paranoid beliefs that has been conducted largely w ith clients 
diagnosed w ith non-affective psychosis. This raises interesting questions about the 
generalisability o f these models to paranoid beliefs in other disorders, and im portantly to 
the widely acknowledged prevalence (Ellett, 2003) o f sub-clinical paranoid ideas in the 
general population.
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I w ill then look at these models in more detail and compare, the evidence fo r and 
implications of, the ir explanations o f the key hypothesised processes involved in form ing 
and maintaining paranoid ideas as I believe these could draw attention to  the possible 
meaning and function o f paranoid beliefs. I am interested in the role o f cognitive processes 
and emotion in paranoid beliefs and I also want to  explore the aspects o f these models that 
can be found in other disorders, particularly anxiety and depression. Although the language 
and term inology are different, the explanations fo r the aetiology and maintenance of 
paranoid ideas draw heavily upon research in anxiety and depression (Freeman & Garety, 
2003).
A recent study by Ellett et al., (2003) surveyed the incidence o f paranoid ideation in a 
sample o f college students. Participants completed a questionnaire assessing the ir personal 
experiences o f paranoia, and a measure o f self-esteem. Nearly half the participants 
reported an experience o f paranoia, and higher levels o f paranoid ideation were associated 
w ith lower self-esteem. These findings are im portant as they suggest tha t paranoia is a 
common human experience, and are consistent w ith  the idea o f continuity between normal 
and abnormal experience. Conceptualizing paranoid beliefs as on a continuum and as 
normal psychological processes raises an im portant question - when is a paranoid idea a 
delusion? DSM-IV (1994) shows a surprisingly flexible defin ition and describes a delusion as 
a 'm isinterpretation ' and acknowledges tha t 'the distinction between a delusion and 
strongly held idea is sometimes d ifficu lt to  make'.
Paranoid beliefs can be said to  reflect an exaggeration o f a normal, even healthy 
psychological process the self-serving bias. Beliefs o f both non-clinical and psychiatric 
populations can be classified on dimensions such as conviction, extension, bizarreness, 
disorganisation, preoccupation and distressfulness. The content o f delusional beliefs, which 
is not discussed at length here, can be understood as normal in tha t they often reflects a 
theme o f concern about an individuals' position in the social universe. (Bentall and 
Kinderman, 2000)
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Two models of paranoid beliefs
Bentall et al. (2001) The A ttribution Self-Representation Cycle.
Bentall et al.'s (2001) revision o f the ir earlier model suggests that paranoid beliefs function 
as a defence against low self esteem. This idea has its roots in conception o f paranoia as 
defended depression' (Zigler & Click (1988) in Trower & Chadwick 1995). The model 
proposes that people w ith paranoid beliefs hold im plicit negative beliefs about themselves 
called self-representations'. These negative self-representations are activated by 
threatening events, leading to discrepancies between the self-representations and self­
guides (the way we would like to be), the person will then make an attribution that is 
external and other-blaming and leads to a paranoid belief.
This model has used concepts from Higgins' 1987 'Self Discrepancy Theory'. In research on 
depression, according to this theory for someone whose belief about themselves is 
negative 'I'm stupid' and has failed an exam, the distress is caused by the discrepancy 
between this belief and the ideal or ought self-guide.
The paranoid belief is claimed to be self-protective, preventing the person from  being 
aware of discrepancies between the self and self-guides, but at the cost o f perceiving 
others as personally threatening.
Freeman and Garety (2002) model o f persecutory delusions.
Freeman and Garety support the association of persecutory delusions w ith an externalizing 
attributional bias, but argue that the evidence is much weaker for the existence o f a 
discrepancy between implicit and explicit self-representations. They disagree w ith Bentall 
et al. s claim that the attributional bias serves the function o f preventing negative beliefs 
and low self-esteem thoughts from reaching consciousness.
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Freeman and Garety's model conceptualizes paranoid beliefs as a search for meaning and is 
based on the stress-vulnerability model. The emergence of paranoia is assumed to  depend 
upon an interaction between vulnerability and stress. The vulnerability or stress will 
depend upon the individual concerned but may be biological, psychological, or social. The 
role of particularly social factors in the development of positive symptoms o f psychosis, 
such as paranoia, has been highlighted by a study which examined the prevalence and 
influence of low socio-economic status and stressors such as racism amongst ethnic 
m inority groups in the UK. These factors make people vulnerable to emotional distress and 
developing lasting negative self beliefs which could lead to  developing distressing beliefs 
associated w ith psychosis, (Sharpley et ol. 2001).
The form ation of a paranoid belief w ill begin w ith a life-event or other stressful occurrence 
causing arousal. This may occur w ithin the context o f pre-existing anxiety or depression. 
The beliefs are conceptualized as threat beliefs that from  a search fo r meaning fo r internal 
or external experiences that are unusual, anomalous, or emotionally significant fo r the 
individual. Much like Bentall et al.'s concept o f attributions, which are people's generations 
o f judgments of causal explanations for events.
In both models the paranoid explanations formed reflect an interaction between cognitive 
processes, stored beliefs about the self, others and the world, emotional state and the 
environment.
Attributional Style and the Self Serving Bias
The essential point o f difference between Bentall et al.'s model, and that o f Freeman and 
Garety, is the underlying concept of self esteem. Simply put, Bentall and colleagues propose 
that people w ith paranoid beliefs have implicit low self esteem and negative beliefs about 
the self and that the paranoid beliefs are formed to  protect them against these by 
externalising blame fo r negative events onto others instead of themselves. In this way, 
paranoid beliefs are hypothesised to act as an exaggerated form of a normal human 
attributional process -  the self-serving bias (Bentall, 2003). If this were correct then 
logically, that this process would result in higher observable levels o f self esteem in people 
w ith paranoid beliefs. However, the research to date has been inconsistent, possibly due to  
difficulties w ith finding an agreed definition of and methodology for measuring self-esteem.
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A recent study, Humphreys and Barrowclough, (2006) only partly supports this claim for 
high self esteem in people w ith paranoid beliefs. Their results demonstrated a self-serving 
bias on an overt questionnaire measure of attributional style, and an underlying depressive 
attributional style on a covert measure of attributional style in the form  of a memory test. 
However, these results were found in the whole sample of people w ith recent onset 
psychosis, and were not specific to people w ith paranoid beliefs. A recent study by Bentall 
and Kaney (2005), found that both people who were depressed and paranoid attributed 
internally after a contrived failure experiment. This would suggest tha t attributional style is 
not a fixed tra it, people are neither consistently a 'glass half empty' nor a 'glass half fu ll' 
person, but is easily influenced.
Freeman and Garety argue that low levels of self esteem are observed in people w ith 
paranoid beliefs (Freeman et al. 1998), and that this is evidence against the 
conceptualisation of paranoia as a defence. It is possible that the differences in observed 
self-esteem could be measuring tw o different types of paranoia as conceptualized in the 
work of Trower and Chadwick (1995) suggesting two sub-types of paranoia: 'Bad Me' and 
'Poor Me'. Trower They argued that it is possible that there is more than one type of 
paranoia: 'Poor me paranoia,' in which persecution is assumed to be unwarranted and 
malevolent, and "Bad m e" paranoia, in which persecution is believed to be deserved 
because of previous misdeeds. These possible two types also have differential therapeutic 
implications. Another possibility fo r studies which have observed low explicit self-esteem in 
people could be that they are capturing the depression or post-psychotic depression often 
associated w ith the disabling and stigmatizing effects psychosis has on people's lives.
Recent research on these tw o hypothesized types of paranoia shows that the distinction is 
still o f clinical interest. In one study Melo et al. (2006) assessed patients w ith recent onset 
psychosis experiencing persecutory delusions as either 'Poor me' (PM) or 'bad me' (BM), 
according to the ir rating of a perceived deservedness scale and compared w ith a healthy 
control group. Many patients' perceived deservedness of persecution varied across time; 
some patients were PM at one point in tim e but BM at another. Melo et al.'s conclusion 
was that PM and BM paranoia may represent separate phases of an unstable phenomenon. 
These findings are consistent w ith Bentall et al.'s (2001) Attribution-Self Representation 
Cycle model and the recent study cited earlier suggesting tha t attributional style is labile
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and influenced by and influences, the way in which people which paranoia perceive and 
value themselves. Another study, Fornells-Ambrojo and Garety, (2005), found low rates of 
bad me paranoia participants w ith early psychosis, who were experiencing persecutory 
delusions. The authors conclude that people w ith persecutory delusions who are in the 
initial stages of the ir illness do not tend to  believe that they are being justifiably punished. 
Again this study used a sample o f people who had not experienced long term psychosis 
which would support the effect o f stigma and depression as possible explanations of the 
development of the belief o f deservedness of persecution w ith time.
Emotion -  a direct role?
Paranoid beliefs can occur in many mood and anxiety disorders, particularly bi-polar mania 
and PTSD (Freeman and Garety 2003), and also as part of organic disorders such as 
dementia and epilepsy. The prevalence of paranoia in other disorders and the implication 
of an underlying depressive attributional style in some paranoid people, would suggest that 
emotion plays a more direct role in the form ation and maintenance of paranoid beliefs. 
Freeman and Garety proposed that the historical distinction between neuroses and 
psychoses which informs current diagnostic classification remains influential in 
perpetuation of psychosis as 'un-understable'. They argue that psychoses are perceived as 
largely organic in origin and qualitatively d ifferent from (neuroses) anxiety and mood 
disorders which are regarded as amenable to  empathy and psychological understanding. 
The psychiatrist Bleuler's early definition of 'dementia praecox' lead eventually to the 
development o f the diagnostic term  schizophrenia. However, he argued that in this 
condition reasoning is weakened and emotion takes over, (as cited in Freeman & Garety, 
2003).
Freeman and Garety propose that paranoia can be understood in relation to anxiety. Just as 
a certain level o f anxiety is normal and necessary to survive, so too a certain amount o f 
suspiciousness can be regarded as functional. Furthermore, anxiety itself maybe particularly 
im portant in the generation of paranoid beliefs, as both paranoia and anxiety share the 
same 'cognitive theme' o f anticipation of danger. It is also suggested that anxiety and 
depression may be present before or co-morbid w ith paranoid beliefs. A large scale 
longitudinal study of incidences of mental illness in the Dutch general population by
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Krabbendam and colleagues (2002), found that neuroticism was the strongest independent 
predictor fo r onset of psychotic symptoms. The authors concluded that these risk factors 
may involve certain cognitive styles associated w ith neuroticism, such as beliefs about the 
uncontrollability o f certain events and experiences. The idea of people w ith paranoid 
beliefs having an external locus o f control was suggested in earlier work by Bentall and 
Kinderman, (2000).
A more direct role is also ascribed fo r emotion in the Freeman and Garety model. 
Depression and anxiety are hypothesised to contribute to  the 'confirmation bias' in people 
w ith paranoid beliefs. This seems to be supported by Bentall's description o f how attention 
biases and life events influence attributional reasoning. It is also suggested that paranoid 
beliefs are also maintained by the same processes that maintain anxiety disorders such as 
safety behaviours and self focus. A study by Freeman et ol., (2001) investigated the idea 
that safety behaviours contribute to  the persistence of paranoid beliefs by preventing 
disconfirmation. Participants w ith paranoid beliefs were assessed for the presence of safety 
behaviours. The results showed tha t all participants had used at least one safety behaviour 
in the last month, most typically avoidance. Higher levels o f anxiety were associated w ith 
greater use of safety behaviours. Disconfirmatory evidence is not only avoided but actively 
resisted, which has im portant implications for therapy.
Attention and socially ambiguous information
As well leading people w ith paranoid beliefs to  reject evidence which goes is 
disconfirmatory, Freeman and Garety also propose that anxiety also contributes to  the 
preferential processing of information that supports the paranoid belief. Bentall and 
colleagues describe how generating attributions involves attention to  personal or 
emotionally salient information. This has been supported by findings from  studies using the 
emotional Stroop paradigm (Kinderman et al. 2003). These have shown that people w ith 
paranoid beliefs attend more to words w ith threat related content. This in turn supports 
the idea people w ith paranoid thoughts have a focused attention bias to threatening 
information. This bias could be understood in the same way as some of the processes that 
are present in and maintain other disorders, such as how self-focus in social anxiety can 
maintain panic symptoms (Freeman et al., 2001). The concept o f self-focus seems to relate
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to the idea o f 'reference' in delusional beliefs. Freeman and Garety argue that neutral 
events (e.g. a glance in the street), or even positive events (e.g. a smile), can be taken as 
threatening by individuals w ith paranoid beliefs.
The normality o f the content o f paranoid thoughts suggests that it is maybe easier to 
attribute circumstances to the bad or threatening intentions of others, 'It's the other 
driver's fau lt they nearly crashed into me, they were driving too fast', than to look fo r an 
explanation tha t implicates situational factors 'The van on the corner was blocking both our 
views'. A study by Gilbert (as cited in Bentall, 2003), demonstrated that when handicapped 
by a cognitive load people tend to make personal rather than situational attributions. This 
research was amongst a non-clinical population which would fu rther support the idea that 
these biases or deficits are part o f normal human reasoning.
Further research w ith non-clinical populations has demonstrated the prevalence and 
normality o f paranoid beliefs amongst the general population. Where these studies have 
used a questionnaire methodology, the generalisability o f the results to clinical populations 
is dubious, as these have been unable to  capture specifically the unfounded paranoid 
beliefs which are o f clinical interest (Freeman & Garety, 2003). A recent study w ith a non- 
clinical population by Freeman et al. (2003) that used virtual reality has introduced a new 
methodology which may prove to be a valuable for developing an understanding of 
paranoid beliefs. The results showed that some participants interpreted the people in this 
neutral social environment as hostile. Feedback after the experiment revealed that those 
people perceived the facial expressions or body posture of the computer generated people 
as threatening and attributed mental states to them. The results also showed that 
individuals who had paranoid thoughts about the virtual characters had significantly higher 
levels o f interpersonal sensitivity and anxiety, which provides fu rther support fo r a 
causative role fo r anxiety. Freeman and Garety's model conceptualizes paranoid beliefs as 
a search fo r meaning fo r external o f internal experiences and interpreting ambiguous social 
information can lead to this being incorporated in to the search for meaning and ultimately 
a paranoid belief.
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Why blame others? Reasoning bias or deficit?
Both Freeman and Garety and Bentall et al. agree that people w ith paranoid beliefs have an 
externalising attributional bias and there is evidence to support this. As discussed earlier, 
these researchers disagree as to reason why people w ith paranoid beliefs blame others for 
bad things that happen.
It is suggested in the model by Bentall and colleagues, tha t stored knowledge about the self 
(beliefs and memories) is another factor which influences attribution generation and that 
this in turn influences the beliefs people develop about themselves and the experiences 
they use to make further judgements. As discussed previously in the virtual reality study, 
people tend to attend to or preferentially process those things which are emotionally 
salient. This is supported by evidence from studies that have used stories and free recall 
tasks w ith threat related stimuli (Bentall 2000) would not only suggest an attention bias, 
but also a memory bias in people w ith paranoid beliefs. Freeman and Garety's study also 
found that people attributed mental states to the virtual reality characters. Bentall 
hypothesised that people who hold paranoid beliefs may have deficits in Theory of Mind 
(ToM) which is the ability to infer mental states in other people. This suggests that people 
w ith paranoid beliefs would find it hard to  construct a benign explanation that involves 
others, for example if a friend doesn't turn up at a party you may assume that they are 
feeling unwell rather than they are avoiding you. There has been some previous research 
linking this concept to  people w ith schizophrenia by Firth and colleagues (as cited in Bentall 
& Kinderman, 2000). A recent study by Craig et al. (2003) compared patients w ith paranoid 
beliefs and people w ith Asperger's syndrome using tw o measures of theory of mind: the 
Hints task and the Reading the Mind in the Eyes task. The results showed that both the 
paranoid and Asperger's groups performed poorly on the ToM tasks compared to  the 
controls, suggesting that both ToM and attributional abnormalities may contribute to 
paranoid delusions.
Failure to generate non paranoid explanations- deficit in probabilistic reasoning?
Freeman and Garety also propose a deficit explanation and argue that people w ith 
paranoid beliefs engage in 'hasty reasoning' by jumping to  conclusions and that this implies 
that some people can't rather than don't considering all relevant information when seeking 
to explain the ir experiences. In the ir 2004 study, patients w ith delusions of all types, but
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mostly persecutory, were asked to  generate alternative explanations and to complete 
reasoning tasks. People who could not generate an alternative explanation fo r their 
experiences also did poorly on the reasoning task. Their delusional beliefs were also 
assessed along dimensions of conviction and distress. Delusional paranoid beliefs were 
found the most distressing and the most strongly. Uncertainty about the conviction of a 
delusion was shown to be associated w ith low self esteem. It is suggested that poor 
performance on the reasoning task implies a 'probabilistic reasoning defic it' tha t could 
explain fo r why some people cannot generate alternative explanations other than the ir 
paranoid beliefs, (Freeman & Garety, 2004).
Bias or deficit- implications for therapy?
Paranoid beliefs are not 'bizarre or impossible content', but say something about the way in 
which a person feels about themselves or others and that these feelings have a meaningful 
origin. 'Evidence' through senses and memory can be biased. What the cognitive models 
explored here show is that the way in which evidence is 'biased', the way in which the 
paranoid belief explanation is formed, is itself meaningful. So what implication does this 
have for understanding the evidence that people w ith paranoid ideas have for the ir beliefs? 
This understanding has obvious implications when working w ith people in a Cognitive- 
Behavioural way, as 'testing the evidence' is an im portant part o f challenging negative 
thoughts.
One implication of Freeman and Garety's research on alternative explanations is tha t to  be 
certain in a delusion can be less distressing, possibly because the alternative is more 
distressing than the delusion itself (Freeman et al. 2004). Most people could not generate 
an alternative account for the experience that had led them to believe the delusion, 
suggesting the need for therapy aimed at modifying the belief to  be intensive and lengthy. 
However, o f the few alternative accounts tha t were generated, they were found to  be less 
distressing and less strongly held, suggesting a positive outcome for belief modification in 
therapy.
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FROM THEORY TO THERAPY
Why focus on CBT?
The reason why I have chosen to focus upon Cognitive Behaviour Therapy (CBT) is because 
the tw o main models I have focused upon have sought to  explain paranoid beliefs in terms 
o f the cognitive and emotional process that underlie normal human reasoning and can be 
found in mood and anxiety disorders. CBT has been the most researched and empirically 
validated form of therapy and is recommended fo r many forms of psychological distress. 
The NICE guidelines (2002) advocated CBT and family interventions. In the version 
produced for clients it was interesting to see how CBT is described and what it is claimed to 
help with.
The use of CBT is still couched very much w ith in  the medical model and is described as, 
'particularly useful if you have symptoms that w on't go away....and may help you if you 
tend not to take your medicine properly'. The guidelines recommend that CBT should be for 
at least 6 months and 10 sessions, highlighting that this complex work is a great tim e for 
clinicians, and ultimately financial commitment fo r services.
It is d ifficult to  comment upon the evidence base for CBT from  a symptom-based approach 
as most large scale trials have focused upon people w ith  d ifferent types o f positive 
symptoms. Kuipers et ol. (1997) reported a randomised control trial in which 40% o f clients 
demonstrated a reduction in delusional distress and the frequency of hallucinations after 9 
months of CBT and a further 20% maintained that improvement 18 months after baseline. 
An economic evaluation at the time revealed that the costs o f CBT were offset by 
reductions in service utilization and associated costs during follow-up. In another large 
scale multi-centre trial, Tarrier et al. (1998) found that CBT was 8 times more likely to 
reduce psychotic symptoms in outpatients than supportive counselling and routine care. 
Improvement was measured in terms of reduction in the number and severity o f positive 
symptoms and rates o f readmission to hospital.
Qualitative evidence and the client perspective
But what does improvement actually mean to the client w ith paranoid beliefs who receives 
therapeutic input? I believe randomised controlled trials o f this kind are quantifying 
improvement in not only medical but economic terms and fail to  adequately capture what
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'im provem ent' means for the person concerned. The explicit aim of CBT is to  relieve 
distress, and to collaboratively explore an alternative account o f the client's experiences 
that is acceptable and non-stigmatizing (Freeman and Garety 2006). The goal o f attaining 
insight inherently involves the patient accepting a diagnosis o f mental illness that is not just 
incompatible w ith, but requires them to reject the ir paranoid beliefs. They argue that 
accepting a medical illness explanation, particularly a diagnosis of schizophrenia, is highly 
stigmatizing and could cause more distress.
A novel piece of qualitative research by Messari et al. 2003 analysed 5 clients' experiences 
of receiving CBT that highlighted some important themes of value to  clinical practice. The 
main themes that emerged from clients accounts were that valued the opportun ity to 
discuss the ir experiences in a way tha t was normalizing. This highlights the u tility  o f the 
cognitive models fo r talking w ith clients about the ir beliefs. Some clients saw the therapists 
as 'experts' but fe lt they had agency to use therapy fo r the ir own benefit. Although some 
clients recognized that therapy was exploring the reality o f their illness, they fe lt tha t this 
was respectful and convincing as opposed to the perceived crude or coercive medical 
techniques. Most importantly clients expressed feeling in control o f the therapeutic process 
and fe lt tha t they were allowed to reach a different conclusion to the ir therapist!
Caution should be used when evaluating qualitative findings of this kind. The sample was 
very small, raising issues about generalisability and there is a possibility that perhaps only 
the most recovered or eloquent clients were heard.
Another recent qualitative study (McGowan et al., 2005) analysed the experiences o f clients 
who had and had not benefited from therapy. It is important fo r the development o f both 
theory and practice that negative experiences of therapy are heard.
A central theme that emerged from this study was the clients' ability for 'understanding, 
holding and engaging' w ith the therapists' model o f reality. Clients' who were described as 
having 'no t progressed' were unable to th ink clearly or remember material from sessions to 
session and shared no sense of alliance or goal w ith the therapist. Interestingly the 
therapists' also expressed finding it d ifficult to  build and alliance these clients. This suggests 
that therapeutic alliance, non-model specific criteria, is highly important, and is more than 
just about gaining the clients' trust but involves as much from the therapist. A fu rther risk is 
that the therapist themselves could be incorporated into the clients' belief system 
(Chadwick 1996).
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CONCLUSION
Bentall et ol. and Freeman and Garety's models describe biases and abnormalities of 
common psychological processes, cognitive and affective, that seem to be involved in 
paranoid beliefs, but don't seek to  explain how these might arise. This lack of causative 
explanation has been highlighted by Chadwick (1996) as a disadvantage o f the symptom- 
based approach. Although Bentall (2001) has considered a neuro-anatomical explanation 
fo r the psychological processes and has found compelling evidence for these, the primary 
area o f interest fo r this essay was the explicability o f paranoid ideas in terms o f normal 
psychological processes and moving away from the illness/dysfunction model o f psychoses 
as organic. Cognitive deficits, such as probabilistic reasoning deficits (Freeman and Garety) 
and Theory of Mind deficits (Bentall) have been implicated in the aetiology o f paranoid 
beliefs. The evidence here is interesting but not substantial and merits fu rther research.
One area where the two models overtly disagreed, and where the evidence was most 
confusing, was in defining and measuring self esteem in people w ith paranoid beliefs. This 
has prompted a need to account fo r the evidence which suggests that there could be much 
commonality in the level o f negative self esteem and attributional style between people 
w ith depression and paranoia. Trower and Chadwick's (1995) definition of two sub types of 
paranoia has attracted recent research which suggests that fluctuations in mood, self 
esteem and reasoning style could be different depending upon not only the severity but the 
duration o f the person's paranoid belief. Despite the aim of this essay to understand 
clinically relevant paranoid beliefs as only quantitatively d ifferent from  normal paranoid 
ideas, ultimately 'Bad me' paranoia could be a qualitatively different phenomena
It has been difficu lt to explore paranoid beliefs in isolation o f the concept o f mental illness 
and particularly disorders such as schizophrenia. This perhaps reflects the drawback o f the 
symptom approach in isolation individual symptoms from  the ir common disorders. Or if 
could that we haven't yet perhaps gone far enough in developing an account o f paranoid 
beliefs that is tru ly  person centred (Chadwick et a i,  1996) and accounts fo r the 
phenomenon o f paranoia from the ideas that all normal people entertain to the disabling 
and distressing delusions of people who are diagnosed w ith a mental illness or personality 
disorder.
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The therapeutic evidence explored here has also been largely derived from  work w ith 
people who have paranoid beliefs as part o f non-affective psychoses. If the common theme 
amongst the paranoid beliefs o f people w ith  different disorders or in the general 
population were tha t they had biases or vulnerabilities due to  aversive early experience 
then this would suggest tha t preventative proactive approach such as those advocated in 
early intervention and particularly work w ith  the families o f vulnerable individuals should 
be supported as well as cognitive therapy. Perhaps this is where the new generation of 
th ird  wave cognitive therapies (Acceptance and Commitment therapy, mindfulness, 
Dialectical Behaviour Therapy) w ill come to  the fore.
The revolutionary ideas o f Romme and Esher (1989) and the development o f the Hearing 
Voices Network, (as cited in Bentall 2003), have shown tha t people who hear voices don 't 
always interpret the experience as a symptom o f mental illness and can live w ith the 
experience o f hearing voices w ithou t becoming distressed and seeking help. They 
developed a style o f intervention tha t empowers the voice hearer to  take control and be 
able to  understand the experience of hearing voices w ithou t the medical model. Instead 
challenging problem thinking they broadly seek to  enable people to  better understand and 
cope w ith distress. Indeed, Freeman and Garety's recent self help book 'Overcoming 
Paranoia and Suspicion' (as cited in Freeman & Garety, 2006), the very existence o f this 
book is something o f an acknowledgement tha t not only do paranoid beliefs affect many 
people, but tha t people can take control and understand and cope w ith  these beliefs.
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INTRODUCTION
It is impossible to discuss New Ways of Working for Applied Psychologists in isolation as it is 
inherently connected to  w ider policies, agendas, service user values and changes at 
national and local levels. The profession of clinical psychology has a shorter history than 
those of our medical colleagues, but in that time has gone through many changes 
influenced by and m irroring the w ider social and political changes in our society. The path 
of change in clinical psychology is inextricably bound w ith changes in the NHS. Since the 
foundation of the welfare state and the inception of the NHS the changes that have shaped 
the NHS at an organisational level have also influenced clinical psychology at a professional 
level.
The range of roles and contexts that clinical psychologists can be found working in today 
reflects the diversity o f theories, beliefs and psychological models which influence the 
profession itself. Clinical psychologists can work in multidisciplinary teams in contexts 
which are highly influenced by medical professionals and biological frameworks of 
conceptualising mental distress. Newer ways of working such as Assertive Outreach or Early 
Intervention, although still often highly influenced by medical treatm ent approaches, work 
w ith in the recovery approach which emphasises the value of addressing the social factors 
which influence and maintain psychological distress.
The whole spectrum and opposing extremes of the bio-psycho-social model o f mental 
distress is reflected in the differing teams and posts that Clinical Psychologists work in and 
the many subsections of the Division of Clinical Psychology. The diversity o f theory and 
models are not only reflected in the clinical contexts but in research that shapes the way 
clinical psychologists work. The momentum of community psychology, fo r example, is 
potentially expanding the vision of clinical psychologists working as proactive and 
preventative agents using systemic approaches at a community level. Concurrently, neuro- 
developmental research investigating the possible links between infant brain development 
and attachment, means that Clinical Psychologists working in these areas are grounded in a 
highly biomedical understanding of disorders that are routed in psychological concepts.
155
This range of experiences and beliefs in clinical and research work is also reflected in the 
diversity o f the clinical doctorate training courses. Despite the unifying curriculum reflecting 
and teaching the core competencies of the profession, each course is naturally highly 
reflective o f the values, beliefs and clinical and research interests of its staff members.
Forces for change: the context of New Ways of Working (NWW)
This essay has begun by casting an eye over the profession of Clinical Psychology which sees 
it as historically and currently diverse. The profession has witnessed the growth o f other 
applied psychology professions which at one tim e may have reflected specialisms under the 
umbrella o f clinical psychology, and now have a professional philosophy and context of 
the ir own. Whilst this had reflected the growing importance of the contribution of 
psychology to understanding and intervening in areas such as offending behaviour and 
health behaviour, these border professions have also challenged the domain of Clinical 
Psychology.
The ever changing political landscape has influenced organisational change w ithin the NHS 
at many levels. Inevitably money has continued to  be a primary influence in many guises 
and the language of money has pervaded all areas from  performance related pay to  cost 
effective treatments and most recently to the economisation of mental health itself and the 
measuring the 'cost' of mental ill health to the economy in terms of lost work hours and 
benefits and the 'value' of psychological intervention returning people to work, (Layard, 
2006).
Under the current government the publication o f NICE guidelines fo r common and more 
complex mental health problems, has supported the value of psychological approaches fo r 
different groups of patients in diverse areas of healthcare. Research in its many forms but 
also consultation (Mental Health Foundation, 2006) w ith service users has confirmed not
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only the value but often the scarcity o f psychological therapy in the NHS. This recognition 
has given rise to the Improving Access to Psychological Therapies agenda which has proven 
to  be a key driver in the New Ways of Working for Applied Psychologists (NWWAP) group.
The emergence of the NWW has occurred in the context o f changes in national policy 
concerning mental health and influential publications such as Lord Layard's report and the 
Improving Access to  Psychological Therapies agenda. The National Service Framework for 
Mental Health (1999) was significant in increasing the size o f the workforce, but it has 
become increasingly clear tha t there is a need to consider the way the staff operate, both 
as individuals and as teams as numbers alone will not fully deliver the range o f services in a 
way that is in line w ith the needs and realties o f service users and carers' lives.
New Ways of Working (NWW) is intended to be central in planning and sustaining the 
workforce across not only mental health services for people of working age, but also for 
child and adolescent mental health services and those of older people. Although the 
progress report (DoH, 2007a) does address children and older adults much of the 
philosophy underpinning the thought for NWW seems to stem from services working w ith 
working aged adults. Indeed, the Layard Report itself is a specific response to  a w ider 
problem of an increase in people claiming benefits and the cost o f this to  the w ider 
economy. The fact that children, older people and the noticeably absent people w ith 
physical and intellectual disabilities, are often not contributing to  the economy raises the 
spectre of that investing in services is seen in reductionist terms as the economics of 
mental health, rather than in line w ith the founding principles of the NHS and the welfare 
state.
New Ways of Working for Applied Psychologists (NWWAP)
In the context o f NWW's aim to  planning and sustaining the workforce, although the 
emphasis is on working w ith the current workforce, which w ill involve extending the scope 
o f existing professions, there is also a focus upon creating new roles to  bring people into
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the workforce. These two agendas are reflected in the NWWAP by seven project streams 
focusing on: training models, career pathways, organising, managing and leading 
psychological services, new roles, team working, the role o f applied psychology in improving 
access to applied psychology and changes in mental health legislation.
These work streams are inherently interconnected and it is d ifficu lt to  discuss any one 
w ithout touching on the others. However my status as a trainee has naturally made me 
interested in the implications of the IAPT agenda and how this would present opportunities 
and challenges fo r the profession. In this essay I have focused on the NWWAP's proposals 
fo r new roles and training models to consider how this will impact upon Clinical 
Psychologists and whether Clinical Psychologists and those delivering psychological therapy 
in new roles will genuinely continue to meet the needs of all the client groups we work 
w ith. I also aim to consider the broader aims of NWW agenda in the context of what I see 
as the existing philosophies and approaches of the clinical psychology profession.
NWW: service users and carers at the forefront?
The NWWAP progress report published last year (DoH, 2007a) makes the core purpose and 
philosophy of NWWAP explicitly focused on improving the lives of service users, carers and 
the workforce. It proposes to achieve this by increasing the skill mix, the flexibility, and the 
competences of the workforce, and advocating collaborative team approaches in delivering 
services that service users want in the ir lives.
The aim of NWW is to involve service users in decisions about the ir care and to treat them 
as equal partners. There is an emphasis upon creating new roles (Support Time and 
Recovery Workers, STR) and extending roles (i.e. non-medical prescribers) to  build 
responsive flexible teams w ith a focus on 'skills rather than..status' (DoH, 2007b).
The rhetoric claims to be moving away from  attitudes of dominance and control and to 
recognising service users as whole people not just in terms of the ir illness.
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This may be a new approach for medical colleagues, but clinical psychologists' bio-psycho­
social framework and skills in form ulation are the essence of the profession and the way in 
which they work w ith people in distress. The importance of social factors over biomedical 
understandings o f mental distress has its most extreme expression in social constructionist 
approaches and the critical psychology movement.
In essence, NWW wants to enable teams to  manage the increased demand fo r mental 
health services whilst working w ith people in the least restrictive way that is tailored to 
the ir own needs. Again, clinical psychologists have emphasised the importance of 
collaboration in not only developing an understanding o f a clients distress but in building 
and maintaining a therapeutic relationship. This emphasis on partnership and person- 
centredness proposes that the service user be able to  make choices about the ir care. 
Obviously this is not possible where a person's care falls under the provision of the Mental 
Health Act (1983) and certain services have exclusion criteria or work w ith people who may 
not be able to give informed consent. Whilst these principles may not be wholly new, they 
represent a change of philosophy in the way in which, particularly medical professionals 
may view the people who they work w ith from passive recipients o f treatm ent to 
collaborative partners who can actively shape the ir own recovery; 'doing w ith ' rather than 
'done to '. This is even reflected in the array of changing term inology fo r people who use 
mental health services from 'patients' to  'clients' to 'users' or 'service users'.
The language and emphasis o f the NWWAP, although sometimes peppered w ith confusing 
acronyms, seems to highlight good working practices that all clinical psychologists, and 
certainly as trainees we made aware of. It seems to be trying to  find a unifying approach fo r 
concepts that have been enshrined in the core purpose and philosophy of the profession of 
Clinical Psychology and to some extent across the NHS as a whole (person centredness, 
expert patient programme, service user involvement, the recovery model, multidisciplinary 
team working) and to bring them together in an initiative tha t aims to  develop modern 
mental health services that are responsive to  changes at a macro and individual level.
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New ways of Training: sustainable change?
Focusing upon the training models and new roles working groups is o f interest to  me as a 
current trainee. From informal discussions w ith my peers and through reflecting upon my 
own experiences, it is clear that trainees have a myriad of different experiences before 
commencing the doctorate. The strengths of the current training model are that it 
promotes high standards in training and professional practice and has very low a ttrition 
rates as compared to other health professions (DoH, 2007e). The three year doctorate 
training model has also been replicated by the majority o f other applied psychology 
professions.
The rem it o f the models of training group has been to review current training models and 
to develop alternative models which take into account the over arching issues o f access to 
psychological therapies and service user and carer perspectives as well as issues specific to 
training, such as inclusion, diversity and accreditation of prior learning . Several factors 
have shaped the debate about training models which are also pertinent to the other work 
streams focusing on new and existing roles in psychology.
For a number of years there has been a dearth of qualified psychologists to  meet the 
growing demand for psychological therapies (DoH, 2007a). This is despite the increasing 
popularity o f psychology as an undergraduate degree subject and an abundance of 
psychology graduates who are interested in entering a career in health or social care. One 
of the key questions fo r the NWWAP models of training work stream was how to utilize the 
skills o f the graduate workforce w ith the context o f the IAPT agenda which presented an 
opportunity to integrate new pre-qualification roles into existing psychology workforce and 
the need to  link new roles and training pathways to  service structures. There have been 
several sites around the country which have new roles such as Graduate Mental Health 
Workers (GMHW) most notably the Doncaster demonstration site (Richards &Suckling, 
2008). One of the recurring themes in considering these roles is how to  ensure 
permanence, proper supervision and accountability. Assistant psychologist roles, 
traditionally a route to training, can often feel like an 'adjunct' to  a service and are highly
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variable, despite BPS guidance, in the quality and quantity o f the ir work experiences and 
supervision (Williams, 2001). There is a clear need to  also link training and workforce roles 
to service delivery and particularly the stepped care pathways.
The existing structure o f the profession has been likened to a 'mushroom' in which there 
are many suitably qualified applicants competing fo r few assistant and training places w ith 
greater numbers o f qualified individuals, but fewer on the higher bands assuming 
managerial roles (DoH, 2007e). It is argued by the working group that what is needed to 
meet current service demands, particularly increasing access to psychological therapies, is a 
'Christmas tree ' structure w ith a broader base consisting o f greater number o f workers at 
lower grades delivering basic protocolised interventions supervised by qualified applied 
psychologists.
The working group makes a brief acknowledgement that in specialities 'o ther than adult 
mental health', there may be different models o f service delivery. The example o f Learning 
Disabilities is cited in which a skills mix of applied and assistant levels practitioners may 
work alongside other disciplines such as challenging behaviour specialists, managed by a 
Clinical Psychologist. In many ways this service structure may reflect what the 'Christmas 
tree' model proposes on a smaller scale. Importantly, the fact tha t other specialties, such as 
Learning Disability, are mentioned separately draws attention to the lack of 
acknowledgment o f the implications o f NWWAP for these client groups who have not 
always been meaningfully empowered by the service user movement and so the ir opinions 
in the consultation process fo r NWW may have been overlooked.
Many o f the concerns cited by the NWWAP working groups revolve around the ability o f 
service users, colleagues and commissioners to differentiate between different applied 
psychology professions. Although the clinical training model has moved to  'core 
competencies' it still is the only applied psychology profession which works across a 
spectrum of client groups and settings which differentiates it from health, counseling, 
forensic and educational psychology. The ethos o f shared skills and competencies w ill have
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an impact upon the differentiation of the Clinical and other applied psychology roles w ithin 
the NHS.
The explicit aim o f NWW to, 'th ink in terms of competence not pro fession '^. 11, reflects 
the Knowledge Skills Framework (KSF) rem it to understand each profession and position in 
terms o f skill areas and skill levels. The broad implication of this fo r Clinical Psychologists 
and all professions, is tha t the skills and experiences required fo r a post maybe met by a 
number o f professions. And this has also been reflected in tw o of the models o f training for 
uniting the training routes fo r each of these professions. Currently, roles are often dually 
advertised for counseling and clinical psychologists.
The training models group has considered four new models and evaluated them in light of 
the forces fo r change and background issues already discussed. Two of the models are 
discussed here, and the other tw o explicitly link in w ith the work o f the new roles group 
and will be discussed in that context.
Kinderman Model
This model proposes that the first two years of doctoral training comprises of a generic 
applied psychology curriculum which would emphasise the common competencies in 
applied psychology w ith placements in health, forensic and educational settings. This model 
then proposes that the final year o f the doctorate would enable the trainee to  specialize in 
terms of curriculum, competence testing and placement experience fo r one type of applied 
psychology profession. This model would effectively unify the postgraduate training routes 
o f all the applied psychology specialisms excepting organization psychology.
The thinking around the route to the doctoral training course does not seem to link in w ith 
the proposals from the New Roles group in this model. The descriptions of the pre-doctoral
2 DoH (2007d) Mental Health: New Ways of Working for Everyone.
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roles fo r psychology graduate are rather th in and hesitant. Essentially this model does not 
seem to be proposing anything radically different fo r the routes or roles into  postgraduate 
training. There is a suggestion that Masters qualifications may enable the doctoral training 
to be shortened by up to 1 year. However, there are wide ranging psychology masters 
degrees, some of which are more specialized, and it is not clear how decisions w ill be made 
about accreditation of prior learning and how this will f it  in w ith generic curriculum. 
Practicalities such as how current courses w ill teach a generic curriculum have not been 
debated; if a psychology department already caters for other applied psychology training, 
(health, forensic, counseling) this unification may work from an academic curriculum 
perspective.
Wang Model
This model builds upon the existing system at Hull and York university in which candidates 
for postgraduate training are selected from the undergraduate population w ith in those 
universities. Trainees from the York cohort first complete a year's internship in a primary 
mental healthcare setting before proceeding to the 3 year doctorate course. This model 
also proposes dividing the three years of the doctorate in to a period o f generic (1 year) 
followed by specialist (2 years) curriculum. One o f the criticisms of the current model for 
training is that the route from undergraduate degree to  postgraduate training is incoherent 
and uncertain. Excepting Hull, there is no connected career pathway from undergraduate 
degree to training and qualification as in other professions. The issues o f workforce 
diversity and representation are raised and the current homogeneity o f the clinical 
psychology profession as a largely white, female and arguably middle class profession (DoH, 
2007e). The reasons why Black Ethnic M inority (BME) and male applicants are being 
deterred from pursuing a career in applied psychology are debated in the context o f the 
current training model. It is suggested that although the lack of BME and male applicants is 
also reflected at undergraduate level, that the uncertainty of the applied psychology 
training routes themselves may be more o ff putting to men and people from ethnic 
minorities. The working group discusses the need to present a clearer and more coherent 
training pathway. Despite the fact there is some evidence that this is a possible issue for
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potential trainee from a BME background (Turpin and Fensome, 2004 in DoH, 2007e), there 
is only a speculative suggestion that this may be a factor for male applicants.
New Ways of Working and New Roles: the influence of the Improving Access to 
Psychological Therapies (IAPT) agenda
Work on how the training pathway fo r psychology, and to less extent non-psychology, 
graduates to become qualified as an applied psychologist has overlapped w ith the work on 
developing viable pre-doctoral roles that can meet the principles of the w ider NWW 
agenda.
The route from psychology degree to doctoral training as a clinical or other applied 
psychologist is arduous. But current trainees have often worked in a wide variety o f roles 
and settings before commencing training (Williams, 2001). The traditional pre-training 
assistant psychologist posts are not only scarce and temporary in nature put are perceived 
by most who occupy them as a stepping stone to  postgraduate training in clinical or other 
applied psychologies. The need is highlighted in the work of the training models group fo r 
the prequalification roles to change. The IAPT agenda o f widening access to  psychological 
therapies and the NWW introduction of new roles has created opportunity to  create 
meaningful role fo r psychology graduates to work in healthcare settings in a way that 
would meet service demands.
New roles may present new professional opportunities but there is a real need to  meet a 
supply-demand gap fo r psychological therapies. Many recent NICE guidelines for common 
and more complex mental health problems have advocated the effectiveness of 
psychological therapies. There are various current estimates of how many therapists would 
be needed to adequately delivery NICE guidelines, the most publicized is Layard's estimate 
of 10,000 (Layard, 2006).
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IAPT wants commissioners to  be able to quantify how many high or low intensity therapists 
may be required in each local area. W ithin the stepped care service model low intensity 
work might be defined the first 'step' in the treatm ent o f common mental health problem 
such as anxiety or depression, typically less intensive treatments such as group treatments 
and self-help approaches such as bibliotherapy and computerised treatments . My own 
experience o f working in a primary care setting is that when offered this choice of 
treatments at assessment or by the ir GP, many service users prefer to wait fo r individual 
(typically 6 sessions o f CBT) therapy. Evidence for the efficacy of these approaches would 
need to  be more widely disseminated to GPs and service users before they would feel able 
to make informed choices about these alternative low intensity options.
Primary Care Graduate Mental Health W orker (PCGMHW) and psychology associate roles 
trialled in several pilot sites were easy to  recruit to but posed problems (DoH, 2007a). 
Existing staff and teams had little  understanding of the new role; there was no reference to 
how service users received the new roles. Feedback about other non-psychology new roles 
have indicated that service users have valued the flexible support o f roles such as Support 
Time and Recovery (STR) workers (NWW, 2007). The PCGMHW roles were designed to be 
supported by training at local universities but the roles became easy victims when Primary 
Care Trusts have been looking to  make savings and many courses have closed (DoH, 2007a). 
In order fo r roles to effective, safe and sustainable it is argued that they w ill need to  f it 
w ith in a clear career structure. The jo in t working between the new roles and training 
models groups has developed tw o proposals for training routes to properly integrate new 
roles w ith in the profession. This would be achieved through a progression o f assistant, 
senior assistant and associate posts supported by training and qualification up to  Masters 
level. This would not only ensure that the new roles were properly supervised and 
supported by applied psychologists, but it would also answer the concern that these roles 
should have professional development and career progression.
The forces that impel the current changes embodied by NWWAP can be understood as 
both internal and external to  the profession of Clinical Psychology. The profession's 
response to and involvement in NWWAP reflects the need not only to respond to  these 
external pressures and the changes in national policy, but also to consider how Clinical
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Psychology as a profession can adapt and change to  meet the needs o f modern mental 
health services.
NWW has also involved others professions and initially reviewed the roles o f psychiatrists. 
It advocated tha t psychiatrists to  concentrate on working directly w ith  people w ith complex 
needs, but also to  spend more tim e supporting multidisciplinary teams, becoming involved 
in service improvement, research and clinical governance. In much the same way, the 
implication o f NWWAP seem to be ascribing Clinical and other applied psychologists a more 
specialized role, involving a great degree of indirect working through consultation and 
supervision and focusing direct clinical work to  those w ith more complex needs. When the 
new Mental Health Act becomes law, it may fu rther extend the roles and responsibilities o f 
Clinical Psychologists.
The current focus on and investment in the IAPT agenda may detract from  the w ider roles 
o f clinical psychologists and work w ith service users who needs are beyond primary care. 
Commissioners may perceive the role o f clinical psychologists just in relation to 
delivering/supervising CBT in the context o f IAPT, and lack awareness that clinical 
psychologists also work across many different services, w ith  diverse client groups and 
provide various levels o f interventions. Clinical psychologists outside o f the IAPT also need 
to  be given the support and resources to  deliver services tha t meet the needs o f service- 
users and carers. The provision o f psychological intervention fo r individuals w ith  more 
complex needs is also scarce and inadequate (DoH, 2007a). It is likely tha t the psychological 
needs o f other clients groups, such as individuals w ith long-term disabilities and older 
adults, w ill increase in the near future (Turpin, 2008).
Conclusion
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NWWAP reflects a trium ph of psychological thinking in the NHS The skills that are 
highlighted as being valuable and the philosophies that underpin NWW (person- 
centredness, collaboration etc) are those of not only clinical psychology but other applied 
psychology professions and perhaps some non-medical professions.
NWWAP has also put forward proposals that w ill answer the call from the IAPT agenda for 
the increased provision of psychological therapies. It has been argued that this will increase 
access for many but possibly not fo r all, fo r example people w ith learning disabilities. The 
implications of how to deliver this in a cost and treatm ent effective way has shaped the 
NWW agenda, not only fo r applied psychologists, but fo r the whole mental health 
workforce. The 'skills not professions' message from NWW can be perceived as a threat to 
the profession as commissioners may make financially motivated decision as to which 
profession can most cost effectively provide the skills needed fo r new therapy posts. 
However, the effects of this fo r clinical psychologists may be that they will have to 
consolidate those skills (leadership, consultancy and management) enabling them to be 
effective leaders of the type of teams the NWW agenda envisages. The skills tha t inform 
work w ith clients who are in distress may be used to  a greater extent in the future 
supervising and supporting other professions or working systemically w ith teams of other 
agencies.
The creation of greater numbers o f new roles fo r low intensity workers would represent a 
positive step towards widening the access to the profession whilst also making the best use 
of the wide range of good calibre individuals (psychology graduates and other health 
professionals alike) to deliver psychological therapies. This would hopefully foster more 
diversity w ith in the profession, which would ultimately benefit service-users and carers. 
However, the enduring therapeutic benefit o f the low intensity interventions has been 
criticised (Holford, 2008) as more support than therapy. The reduction o f CBT to 
manualised and protocolised approach does enable w ider access. However the quality that 
may more im portant than the model o f therapy, the therapeutic relationship itself is lost in 
these treatm ent modes.
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We also need to  develop a realistic expectation about what psychological therapies, such as 
CBT, can actually achieve, particularly when delivered in a tim e lim ited setting. The focus on 
CBT as amenable to  measurement and manualisation, I think, means tha t the value o f other 
perhaps less quantifiable approaches, particularly systemic and psychodynamic 
approaches, has been neglected in the vision o f increased access. Clinical psychologists are 
trained to  th ink and work in a number o f d ifferent models and are best placed to  add to  the 
evidence base fo r other therapeutic approaches. Just as research informs practice, practice 
based evidence is key to  directing research and challenging assumptions tha t what works 
fo r one person will work fo r everyone and vice versa. To really give service users choice and 
to  work in a collaborative way, as proposed by NWW (NWW, 2007), then low intensity 
workers w ill need to  be supported to  develop some o f the therapeutic skills and working 
practices that clinical psychologists possess. Listening, validating and form ulating w ith  a 
client in a way tha t takes account o f the context o f the ir distress are skills tha t take tim e to  
develop. Protocolised approaches cannot just be 'delivered' to  clients w ithou t the 
therapeutic skills to  support them, otherwise clients w ill not feel tha t they working in 
partnership or exercising genuine choice about how they are helped to  manage the ir 
mental health.
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The Original Problem: 'The Relationship to Change'
The Problem Based Learning exercise asked trainees to prepare a presentation on 'The 
Relationship to  Change'. As a CDG group we were prompted to reflect upon the meaning of 
change and transition for us and fo r our future clients. Some direction was given in the 
form  o f questions covering the areas of change and transition, cultural change and the 
media and models of/agents o f change.
Reflections on Problem Based Learning in light of experience on placement 
The groups' approach to 'The Relationship to Change'
The culmination of our individual research and decision making as a group was to focus 
upon how the therapeutic approaches we use w ith clients empower them to change. We 
compared the behavioural perspective of Skinner, the cognitive therapy perspective of Beck 
and Prochaska and DiClemete's Stages of Change model. I th ink that our decision to  focus 
on fam iliar theories and therapies was influenced by wanting to feel confident in our 
presentation and being conscious that we would be doing this not only in fron t of our peers 
but the course team and regional supervisors.
Our presentation consisted of a TV chat show form at on which the guest was a compulsive 
shopper whose husband wanted her to change. The roles of Skinner, Beck and Prochaska 
were played by group members as illustrating different therapeutic approaches to 
empowering our clients to change. The role of Skinner conceptualised the compulsive 
shopping behaviour as externally motivated where the impetus for change was through 
positive reinforcement. This made me think a lot about the ethical stance of my past clinical 
work, particularly w ith clients w ith severe learning disabilities and so called 'challenging 
behaviour'. Most often referrals fo r psychological input fo r these clients were made by the 
staff teams in the clients' best interest, i.e. there was a danger of a placement breaking
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down or risk or harm to the client or others. The clients' internal world, consent and 
motivation to change were not taken into account. The cognitive approach to our 
character's internal world considered possible motivations fo r the compulsive shopping and 
generated in the character an understanding of the effect o f personal insecurity and 
societal pressure on her behaviour but d idn 't motivate her to  change. The stages of change 
model through Prochaska was presented as drawing attention to the vital importance o f a 
person's readiness and motivation to change when beginning therapeutic work.
The Group Process
After being focused upon getting a place on a clinical training course fo r so long it fe lt 
strange to be in an environment where we being told that we didn 't need to compete. I feel 
that although we collaborated as a group, there was a definite atmosphere of competition 
between groups reflected in the secrecy surrounding the content o f presentations.
In our first sessions we spent a lot o f tim e deconstructing the problem title  'The 
Relationship to Change'. I fe lt tha t I understood what was required of the group in terms of 
the defined learning outcomes for the PBL exercise but I was apprehensive about the 
ambiguity o f the title . I liked the idea of having the freedom to define what we wanted to 
learn about, but this seemed a new approach to learning in a university setting. We also 
decided as a group to put the given topic ideas aside and to just brainstorm what change 
meant to each of us. We thought about our own relationships' to the change in becoming 
trainee clinical psychologists and how we were coping w ith this. This led us to consider 
coping w ith change from a therapeutic perspective and how people d iffer in the ir 
relationship to change. We thought about what was necessary to make successful change 
and how to prepare for change.
When I was looking through the minutes o f our meetings in order to w rite this account I 
was reminded o f the difficulty we had in grappling w ith the 'chair' role in the group and 
how we decided to amalgamate the roles o f chair and scribe. In hindsight I th ink this
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reflected the fact that no one in the group fe lt comfortable to assert themselves as a chair 
and assume even a legitimised leadership role in the group. Perhaps this was because we 
were very conscious of wanting to  get on well as a group or tha t none of us fe lt 
professionally confident enough to  make decisions about such an ambiguous task. By the 
third meeting of the group we'd narrowed our focus down to theories about the 
individual's ability to cope w ith change and the therapeutic relationship and its role in 
facilitating change. I remember at this stage talking to members of other groups and being 
quite concerned that they'd seemed to  have decided upon an idea fo r the ir presentation. I 
was quite relieved when in the next meeting other group members raised similar concerns.
The group overall very cooperative and dealing w ith conflict was not an issue as we were all 
so concerned w ith getting along well and getting on w ith the task in hand. We easily agreed 
to  rotate the role of the chair/scribe so that everyone in the group took responsibility for 
w riting the notes. One member of the group missed a session in which some key decisions 
were made about the presentation and we were concerned as a group that they did not 
feel left out.
Bales' (1950) Interaction Process Analysis model, suggests that groups engage in tw o basic 
types of interactions: 'task oriented' regarding the ir goals and how to achieve these and 
'social oriented' concerned w ith how group members relate to each other and maintaining 
a constructive emotional atmosphere. In our group, I feel that we balanced these demands 
equally but were perhaps too 'social oriented' and concerned w ith making a good 
impression on one another and, through our presentation, on others.
We all fe lt that we'd worked well together w ith no one person dominating, but it was 
interesting that when we met as a group after the presentation some of us fe lt it would 
have been more productive if there had been a little  disagreement. I th ink that as this was 
the first time we'd worked together we did not feel comfortable enough to  assert strong 
individual opinions and that these were perhaps repressed in order to  strengthen our 
working relationship and identity as a group. I th ink that as we get to  know each other 
better and grow as a group then we will begin to assert ourselves more as individuals.
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Personal and Professional learning points
Overall in our group, I feel that we were all able to contribute equally and were all heard. 
We all thought that we had begun to develop a growing trust in sharing our views and 
constructed a safe environment in which to share personal and professional issues over the 
next three years.
Over the last few months I've come to realise that the Adult Learner ethos defines all our 
learning experiences and not just the PBL exercise. I feel that even when we all have the 
same lecture we will all engage, or not, w ith the topic in different ways and will use our 
newly acquired knowledge differently. We are not just passive recipients o f knowledge but 
actively construct our learning experiences. The theoretical knowledge we gain from 
lectures, workshops and our own reading is only really understood when we attem pt to  put 
it into practice in our clinical work.
Thinking about coping w ith the uncertainty o f the task, the need to be actively involved in 
our own learning and working w ith people I'd only just met has made me think more about 
the client's perspective o f the therapeutic relationship.
Having spent time in previous roles, and currently in different types o f multidisciplinary and 
multiprofessional teams, it's been interesting to think about the psychologist's role in 
teams. One particular strength of psychologists is making sure clients or other colleagues 
are and feel heard. I've thought about whether being heard and feeling understood are in 
themselves sufficient for change to occur at an individual or group level. I th ink that having 
this opportunity has enabled me to see that a problem title  such as 'The Relationship to 
Change' can be interpreted in many ways. I th ink that the ability to see beyond the problem 
title  and the skills developed as a group to work collaboratively towards an understanding 
of the problem have been paralleled in those skills I'm now developing on placement.
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In the light o f my current experience of co-facilitating a therapeutic group I've become 
aware that I often lack confidence in what I'm doing if I don 't feel secure in what I know. If I 
have really engaged w ith and feel I've understood something, then I can believe that what 
I'm doing will have a positive effect. This has made me think about the importance of 
myself as a therapist in being able to communicate a particular therapeutic approach but 
also in maintaining belief in that approach and holding hope for the client. By using theories 
w ith which we were fam iliar in our presentation I feel that I was able to experience feeling 
confident in an unfamiliar situation. One thing that has struck me from talking to qualified 
clinical psychologists on my placement is that there is no mythical end point when you 
finally feel like a fu lly competent therapist. I rather naively thought tha t when I stopped 
feeling anxious and stressed about my clinical work then it would mean tha t I 'changed' for 
the better.
As trainees we need to change ourselves into effective reflective scientist practitioners as 
measured by our success in completing academic, research and clinical work. To access our 
internal experiences of change and our journey in grappling w ith this is less easy. Who is to 
say the way in which we personally struggle or cope w ith change is right or wrong?
Some of the thinking about change that the group did in the early stages of the task was 
never reflected in the presentation we gave. I fe lt that the concepts we touched upon, the 
ideas we generated in those early sessions were more personal and reflective of our own 
relationships to  change than the final observable measurable presentation we gave. It 
makes me wonder what internal processes maybe happening in our clients tha t we may 
never see in our sessions.
This experience has made me think about how our journey through clinical training w ill be 
different fo r all o f us and we all bring very d ifferent experiences, resources and values to 
our role as trainees. We are constructing different experiences, and our process of 
personal and professional change and development w ill be an individual one although 
shared w ith our cohort. Perhaps the real changes that happen in ourselves and our clients 
aren't always easy to observe and measure, and happen over time. The dominance of 
evidence based practice and the need to  observe and measure effective change in our
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clients makes us conceptualise change as measurable and positive. We need to  be mindful 
o f the impact change has not just on the clients we work w ith  but also the impact upon 
the ir relationships w ith  the people around them.
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The Stride Family: Working with Issues around Child 
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The Problem Based Learning Case: the Stride family
The Problem Based Learning (PBL) exercise involving the Stride family was our third 
experience of this learning paradigm. However, this was the first time we were focusing on 
a clinical problem just w ith in the confines of our Case Discussion Group (CDG). This exercise 
focused upon the Stride Family who had the ir tw in daughters taken into care whilst the 
relevant authorities were going through the case conference process to decide whether the 
children could be returned to  the family. We were asked to conduct a full risk assessment 
and, if appropriate a rehabilitation plan.
Reflections on the Problem Based Learning Exercise in light of experience on placement 
The group's approach to the Stride family case
Working as group involves ultimately involves taking responsibility fo r and sharing in the 
success o f and feedback for the presentation. Working as a team and relying on each other 
to contribute equally has prompted me to  think that allowing for individual working styles, 
strengths and weaknesses is as im portant as negotiating workload and deadlines. As a 
group, we differ greatly in these areas but the advantage o f having known each other for 
over a year, I think, had improved our ability to work together in a respectful but effective 
way. I also feel more able to  reflect upon my experience of working as part o f a clinical 
team on placement in the context o f this PBL due to the benefit of having a year's fu rther 
experience in my current placement. I also current work in a multidisciplinary team which 
differs markedly to my experience of working in a specialist psychology department the 
previous year.
The PBL case itself seems to have tapped into many of the core issues that arise in working 
w ith other disciplines and organisations. My experience currently, and previously, of 
working w ith people w ith learning disabilities has highlighted the issues of power.
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Particularly in working w ith this client group professionals can assume the power to 
influence life changing decisions fo r clients. The current legal framework fo r the assessment 
o f mental capacity (Mental Capacity Act, 2007) attempts to check the potential power 
abuses o f children and vulnerable adults and to ensure that they have someone to  assert 
the ir rights and views. The case conference process fo r deciding upon the fate of the 
Stride's children largely rested the dual processes o f assessing the risk to  the children and 
the ability o f the Stride's to  parent them safely. As a group we placed the safety o f the 
children as a paramount consideration in line w ith local and national child protection policy 
(H M Government, 2006).
In this PBL exercise I fe lt an engagement w ith the case material that I did not feel w ith the 
previous PBLs. It also had tim ely relevance to our, then, upcoming clinical placements in 
Child and Learning Disabilities. I fe lt an engagement on a personal level, as I am deeply 
interested in the issues surrounding people w ith learning disabilities and parenting skills. 
From an earlier lecture we had on the subject and my previous experiences as an assistant 
psychologist in a CTPLD, I brought some strongly predetermined views about the rights of 
people w ith learning disabilities to be supported as parents.
My part o f the presentation accordingly focused upon current national and local guidance 
on best practice in working w ith parents w ith a learning disability. Another group member, 
as a parent themselves, also fe lt passionate about supporting parents w ith learning 
disabilities so they focused on advocacy for people w ith learning disabilities. I th ink the 
distribution of work, focusing either on the children or the parents or the system, and 
balance o f opinions about the case gave a fa ir representation o f the real world tensions and 
difficulties fo r professionals working in a case like the Stride's.
We all focused on different aspects o f the case and decision making process w ith tw o other 
members focusing upon the children; debating the risks and benefits o f e ither staying w ith 
the parents or being in the looked after system. Of the remaining two members, one took a 
role of presenting an overview o f the issues and our decision making process. This included 
a w ider consideration of risk to other parts o f the system including other family members
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and staff working w ith the Strides. The other member adopted a narrative perspective and 
considered the issue o f domestic violence in the context o f gender roles and scripts. I think 
that these parts o f the PBL also prompted us to consider a systemic perspective. We 
debated how the role and skills o f the psychologist seem ideally placed to  enable an 
extended professional network, such
as in this case, to become aware of the overwhelming complexity and competing 
perspectives that could result in losing sight o f the family's needs (Booth & Booth, 2004).
The Group Process
As we became more involved in the case of the Strides I found that others w ith in the CDG 
held views that at times clashed w ith my own. One group member in particular frequently 
adopted the opposing position that doubted the capacity o f most individuals w ith learning 
disabilities to  parent adequately. This raised much, at times heated, discussion about what 
constituted adequate or 'good enough' parenting. I think it was the first experience in our 
CDG that we fe lt openly able to  express our differences which proved a marked contrast to 
the first PBL exercise on 'the relationship to change'. Whereas during this first assignment I 
was highly conscious of being part o f a new group w ith people whom I did not know, this 
tim e around I th ink that our better knowledge of each other enabled us to express opinions 
in a frank and honest way. Although we had a new member in the group I feel tha t the 
assignment fe lt 'safer' perhaps because it centred on a clinical case example rather than a 
nebulous concept such as 'change'.
One o f the challenges of the PBL presentation itself was the d ifficu lty o f adequately 
representing the amount o f research and hours of discussions that had been part o f the 
work w ith in and w ithout the CDG time. Second to this was also the d ifficu ltly in 
demonstrating the thinking process that had evolved during our work both on an individual 
and group level. These are challenges which have been acknowledged by other trainees 
engaging in PBL; trainees from other doctoral courses have tried to  address this by 
presenting reflections at the end of presentations, (Griffiths et al. 2006). As a group we
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created tim e to  personally reflect on our work after the presentation, but I fe lt that it was 
d ifficu lt to do justice to depth and significance of discussions that we engaged in as a group 
in this time.
This in many ways has been a completely different experience from w riting my first PBL 
reflective account. Our CDG has undergone another metamorphosis this year. Firstly, we 
have gained and lost a member. I th ink as a group we naturally experienced some concerns 
about a new member entering the group. I fe lt that because the group had seemed 
uncertain and disjointed because of the early, permanent loss of one member last year, the 
addition o f the new member seemed to have introduced a temporary sense of stability. 
Despite the changes in the group, it has begun to feel like a safe and containing space and 
because of this I th ink it was possible fo r us to express personal and professional opinions 
more robustly than in the previous PBL tasks.
The loss o f another one of the original members has not been, to date, as destabilising as I 
thought it would. This I feel is in part because we were prepared well in advance for the 
person's departure and perhaps because we knew it was fo r a planned and positive reason.
Personal and professional learning points
In working together on the PBL exercise, I th ink that our CDG group placed an increased 
value on the learning process rather than the presentation that was produced and 
assessed. We focused not only on what we presented rather how we presented it, but on 
including personal reflection as a key component.
A clinical case, such as the Strides', can be highly emotive fo r professionals. In the time 
since the first PBL exercise I have had several experiences o f working w ith clients on 
placement where my professional involvement fe lt very personal. I th ink it can be easy to 
believe that w ith these clients, because the ir difficulties resonate personally, tha t somehow 
we will be better able to help. Equally, when things feel too personal judgement can be
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clouded and the necessary curiosity, to  combat our assumptions, can be lost. I have come 
to  appreciate the necessity o f regular supervision to  acknowledge these personal prejudices 
and motivations in order to  try  and place them aside when involved in clinical decision 
making.
This PBL has also made me consider how risk assessment in any context, although 
necessary, inherently engenders a very problem saturated perspective. In this context it can 
be hard to  foster a positive approach to  risk that acknowledges people's strengths and 
resilience. I began to  wonder w hat positive stories could be told about Mrs Stride's 
strengths tha t enabled her to  live through the care system as a child and experiencing 
domestic violence in her marriage? Working narratively appears to  be one way o f drawing 
out alternative, possibly more positive stories, tha t may enable clients, families, care staff 
and other professionals to  gain a different perspective on 'the problem ' (Baum & 
Lynggaard, 2006). As w ith this PBL and the Stride's case, the location o f 'the problem ' and 
how it is storied can be complex, evolving and involve multiple perspectives, and I th ink 
tha t this is the salient point tha t I have taken away from  this exercise.
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Appendix A: PBL Handout
Problem Based Learning Exercise: Child Protection, Domestic Violence, Parenting, and 
Learning Disabilities
The Stride Family
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The Problem
The twins, Sally and Sarah Stride, were placed in short term foster care, follow ing a 
recommendation of a full child protection case conference, and enacted at an initial Court 
hearing, that the children continued to be at risk in the care of the ir parents. The children 
were on the child protection register, under the categories o f emotional abuse and neglect. 
The children's Guardian has approached you, and asked you to  help the Court by 
conducting a full risk assessment, and if appropriate, to  help the Court develop a 
rehabilitation plan for the children. This is a jo in t instruction by all parties to the 
proceedings. However the Local Authority wishes to  place the children for adoption, before 
it is too late, in the belief that M r and Mrs Stride will never be able to care adequately for 
the ir children. M r and Mrs Stride are passionate in the ir comm itment to have the children 
returned to the ir care.
Whose problem is it? Why?
Some Background Information......
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is described as a 
woman w ith learning disabilities, in the mild range. M r Stride attended a school fo r children 
with special educational needs. M r and Mrs Stride do not read and w rite  English. It should 
be noted that many long reports have been w ritten  about them, the ir children, the ir care of 
their children and so on. Their solicitors read the reports out loud to  them, usually once, 
and sometimes on the morning of a Court hearing.
Mrs Stride has two older children living w ith separate adoptive families. She is not able to 
have contact w ith them at the moment, as it was a closed adoption. This is because her first 
husband was extremely violent to  her, and threatened violence to  the previous social 
workers. Social Services staff feared for the safety of the adopters if the ir whereabouts
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were known. Mrs Stride promised herself it would be d ifferent w ith this marriage and for 
these children.
M r Stride has physically assaulted Mrs Stride, during disagreements. She minimises his 
behaviour, saying it is nothing compared to what her previous husband used to do to her. 
The two children have witnessed these arguments and assaults.
Mr Stride's parents are supportive. They buy clothes and toys fo r the children, and 
occasionally buy food shopping fo r the family. Apparently, they are unable to look after the 
children, because M r Stride's m other suffers from a painful rheumatic condition. Mrs 
Stride was raised in the Looked After Children system, and has no contact w ith her fam ily of 
origin.
M r and Mrs Stride live in conditions of deep poverty. They do not have many household 
appliances that work, and it seems that Mrs Stride struggles to  understand the workings of 
the second-hand appliances donated to them by family. It would seem that M r Stride 
understands the ir workings, but is not prepared to use them. Social Services staff are most 
concerned about physical neglect o f the children's needs. Family Centre staff say they have 
tried to engage both | Mr and Mrs Stride in parenting classes, but the couple do not attend 
on a regular basis. The Family Centre appointed a family worker to  visit the home, and 
show Mrs Stride 'how to keep house'. The family support worker has not been trained to 
work w ith parents w ith learning disabilities. The Social W orker says the Department has 
offered the family everything, and it makes no difference to the care o f the children.
Mr and Mrs Stride are desperate about the loss of the ir children. They want them to come 
home. They fiercely resent the foster carers, and the supervisor o f the ir contact w ith  the 
children. The children's Guardian believes the parents can learn to be 'good enough' to 
satisfy Social Services requirements. Mrs Stride was referred to the local AMH service fo r 
help w ith feelings of despair and depression. She is taking anti-depressant medication, and 
is seeing a CRN for counselling.
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Prompt Questions
 something about paying attention to  the professional network (liaison, communication,
respective roles)
 something about safety, risk assessment and risk management
 something about parenting and LD
 something about child witnesses to  domestic violence
 something about the effects o f poverty and class discrimination
 something about literacy and verbal comprehension (effects o f anxiety and stress on
memory and comprehension, and w illingness/ability to  express concerns, and say, 'I don 't 
understand these reports')
 something about resilience, adversity, depression and coping
 something about the role o f grandparents in the care o f children
 something about children o f parents w ith  learning disabilities
 something about gender issues and scripts
 something about psychologists, child protection and the legal system
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Case Discussion Group Year 1: Process Account Summary
July 2007
Year 1
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This account gives an overview o f my experiences w ith in  a Case Discussion Group (now 
known as a Personal and Professional Learning and Development Group) during my first 
year o f training. The firs t task o f our group was to  research and prepare fo r a presentation 
on theories o f 'change'. My firs t thoughts centred around feeling relieved tha t the group 
had a concrete task and something tangible to  focus upon in sessions. I reflected upon the 
impression I had tha t making progress in the assigned task was slow, and that no one 
seemed to  want to  put themselves forward or take charge. I considered the growth and 
progress o f the group from  the perspective of a model o f group development (Tuckman, 
1965) which described the early stages o f a group in terms of 'form ing ' whereby group 
members are concerned to  be seen to  'get o/.ong'. A fter working together on the PBL task 
the group seemed to  progress into what Tuckman referred to  as the 'storm ing' phase of 
group development; as we began to  feel more comfortable around each other we fe lt more 
confident to  engage in debate and reveal more o f ourselves. Around this tim e one member 
left the group on maternity leave and another group member le ft the course permanently. 
This had a profound effect on the group and in some ways, bound us closer together. I 
reflected that around this tim e I began to  experience difficulties tha t affected me both 
personally and professionally; at this tim e I began to  value the group more as a source of 
peer support. My overall reflection was that having the group provided a necessary space 
and tim e to  integrate learning and reflect on personal and professional issues. I fe lt tha t the 
group enabled me to develop my reflective skills, which had a positive impact upon my 
clinical work and particularly my ability to  use supervision.
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Personal and Professional Learning and Development Group
Year 2: Process Account Summary
July 2010 
Year 2
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This account gives an overview o f my experiences w ith in  a known as a Personal and 
Professional Learning and Development Group in returning to  my second year o f training 
after being absent from  the course. One o f my firs t reflections when w riting  this account 
was thinking about the significance behind the new name fo r the group I had known as a 
'case discussion group'; fo r me this was just one o f many changes tha t I had to  
accommodate in returning to  a new cohort. The PPLDG group was my firs t formal contact 
w ith members o f my new cohort, and I was welcomed w ith  acceptance and warm th by all 
group members. My initials fears about joining an 'established' group disappeared. It was 
interesting to  hear group members' accounts o f the difference having a new facilita tor had 
made to  the group; members reflected tha t the new facilitator's non directive approach 
was very d ifferent to  the tigh t constraining form at o f the group the previous year. Group 
sessions at times reminded me o f the experience o f being in group analysis during 
psychodynamic week; the difference being tha t we fe lt safe enough to  use such an 'open' 
space constructively. As the year progressed and I became more integrated in to  the new 
cohort, I fe lt tha t the group had taken on the function o f a 'secure base'; I fe lt closest to  
those who had welcomed me and w ith whom I'd shared my reasons fo r and experiences o f 
taking tim e out from  training. By the end o f the year one group member remarked that 
they had actually forgotten tha t I hadn't been in the group during the firs t year and this 
reflected my sense o f complete acceptance by the group. Overall, I reflected tha t the 
PPLDG had fe lt more process than task focused, in comparison to  my first year experience, 
and that this seemed appropriate fo r our stage in development in training.
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Clinical Dossier
Summary of Experience gained on Clinical
Placements
Years 1 to 3 
October 2006 -  September 2011
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ADULT MENTAL HEALTH PLACEMENT
This placement was split between a Specialist Psychology Service and a Community Primary 
Care Service.
Clinical Work: I worked w ith males and female clients aged from 17 to 62 years old who 
were experiencing anxiety, depression, obsessive-compulsive disorder and difficulties 
adjusting to chronic health conditions. I undertook extended cognitive assessments w ith 
two individuals, one of which contributed to a diagnosis o f early onset dementia, and 
gained experience in the use of standardised outcome measures in therapy.
Risk assessment was an ongoing process w ith all clients. I used cognitive-behaviour therapy, 
psycho-education, acceptance and com mitment therapy and systemic couples work during 
the course o f this placement.
Group Work: I co-facilitated an Acceptance and Commitment Therapy based group for 
clients w ith chronic pain and chronic fatigue. I was also part o f a reflecting team for a m u lti­
family therapy group for clients were chronic depression.
Teaching and Presentations: I gave a presentation reflecting upon my experiences gained 
through the placement at a Specialist Psychology department meeting.
CHILD AND ADOLESCENT MENTAL HEALTH PLACEMENT
This placement was split between a multidisciplinary Child and Adolescent Mental Health 
Team and a Youth Offending Team.
Clinical Work: I worked w ith young people aged between 7 and 18 years of age, w ith  a 
range of emotional and behavioural difficulties including conduct disorder, anxiety, 
memory difficulties, and various phobias. I completed a number o f behavioural 
observations and cognitive assessments to contribute to  the multi-disciplinary assessments 
o f learning difficulties and specific speech and language deficits. My therapeutic work drew 
on cognitive-behavioural and systemic models, and included some family work.
Group work: I co-facilitated tw o psychological 'Living W ell' group sessions fo r young people 
referred to the YOT.
197
Teaching and presentations: I presented a case from my YOT work at a trust psychology 
meeting.
PEOPLE WITH LEARNING DISABILITIES PLACEMENT
This placement was based w ith in a multidisciplinary Community Team fo r People w ith 
Learning Disabilities.
Clinical Work: I worked w ith clients between the ages of 19 and 63 who were experiences 
difficulties such as challenging behaviour, issues around sexual knowledge and consent, 
memory problems and adjustment to changing life circumstances. Assessment and 
therapeutic work took place in a range of settings, including the clients' homes supported 
living, residential care homes and daycentres. I carried out a number of cognitive 
assessments including Dementia assessments w ith one client and a cognitive assessment 
w ith a parent w ith learning difficulties. Much of the work on this placement involved 
working w ith staff and carers.
Group Work: I developed and co-facilitated a group on mood management using narrative 
and cognitive behavioural approaches.
Teaching and Presentations: I co-facilitated a session on working w ith bereavement for 
staff from a local day centre.
SPECIALIST FORENSIC PLACEMENT
This placement was based w ith in a high secure hospital.
Clinical Work: I worked w ith men w ith forensic histories and mental and/or personality 
problems. This work involved collaborating w ith my supervisor and a neuropsychologist on 
an admissions assessment to  ascertain the psychological needs of a client transferred from  
prison. I also conducted tw o longer term pieces of motivational/therapeutic work w ith 
clients w ith psychosis and personality problems. I also conducted an in depth assessment
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with a client to  explore links between substance misuse, mental illness and offending. I 
developed skills in using specific assessments of risk (HCR-20) and psychopathy (PCL-R).
Service Development work: I supervised a student psychologist in work to develop a 
recovery consultation w ith patients on an assertive rehabilitation ward.
OLDER ADULTS MENTAL HEALTH PLACEMENT
This placement was based w ithin an older adults community mental health team (CMHT) 
providing a service to community and inpatient services for older adults w ith both organic 
and mental health difficulties. Part o f this placement was also based in a physical 
rehabilitation unit providing short term  CBT interventions.
Clinical work: I worked w ith clients aged 65 to 80 years old, experiencing anxiety, 
depression, and personality difficulties as well as a variety o f chronic health conditions such 
as cancer, Alzheimers and Parkinsons disease. My therapeutic work drew on cognitive 
behavioural, schema and systemic models and involved working w ith individual clients, 
couples and carers. I also conducted a cognitive assessment w ith a client experiencing mild 
cognitive difficulties and depression.
Group work: I facilitated a psychology session for a 'Coping w ith Falls' group and developed 
a psychology waiting list group w ith another trainee fo r clients at the physical rehabilitation 
unit.
Presentation and teaching: I presented a systemic fam ily therapy case to  the Regional 
Psychologists team meeting.
199
Cognitive behaviour therapy with a young wom an, presenting
with obsessive compulsive disorder in a primary care service.
Adult Mental Health Case Report 1 Summary 
April 2007 
Year 1
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This case report outlines the work I completed w ith a an 18 year old young woman called 
Alison who was referred to the Primary Care Clinical Psychology service by her GP and was 
described as having suffered from obsessional compulsive traits fo r some years. The GP 
drew also attention to  the fact tha t Alison's parents had both had significant medical 
problems. At our first assessment session it became clear tha t Alison had a large repertoire 
o f compulsive behaviours connected w ith  a strong obsessional thought tha t her parents 
were going to  die. Both o f Alison's parents have experienced significant physical health 
problems and I was conscious o f needing to  be sensitive to  this reality. Alison's compulsions 
included turning taps on and off, opening and closing door and picking up and putting 
things down. All o f these behaviours were repeated until she 'fe lt right', and had got worse 
in the last couple o f years.
We used a cognitive behavioural framework to  understand how Alison's feelings o f 
responsibility to  prevent harm from  occurring to  her parents raised her anxiety levels and 
triggered distressing thoughts. We practiced some behavioural experiments in the sessions 
to  challenge Alison's 'Thought Action Fusion' beliefs that thinking bad things could make 
them happen. Alison kept a diary o f her own thoughts feelings and behavioural 
experiments. In a later session we invited Alison's parents in, at her request, to  share the 
form ulation w ith them and enrol them as 'co-therapists' in the exposure and response 
prevention work. Following our work Alison fe lt happier and more in control, she had 
started a new job and fe lt more positive about 'living w ith ' her obsessions and compulsions.
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Cognitive behaviour therapy with a man in his sixties,
presenting with panic in a primary care service.
Adult Mental Health Case Report 2: Summary 
September 2007 
Year 1
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This case report outlines the work I completed w ith  a man in his early 60's who presented 
w ith  panic disorder. M r Smith was referred to  the Primary Care Clinical Psychology service 
by his GP and was described as having suffered from  chronic anxiety and panic fo r 20 years. 
During this tim e he had tried a number o f medications and had also seen a primary care 
psychologist in the early and mid 1990s. M r Smith had retired on grounds o f ill health, and 
lodged w ith an elderly couple whom he has lived w ith fo r more than 30 years. At our 
assessment session M r Smith described his anxiety as 'a fear o f having a panic attack'. He 
also reported tha t he'd experienced anxiety since an early age and he could remember 
having passed out after having a panic attack on a couple o f occasions. The primary care 
service's semi-structured interview schedule and BAI were used to  obtain information 
about the nature and context o f the presenting problem and to assess risk. M r Smith's 
physical anxiety symptoms had been present throughout his adult life and were cited as the 
cause o f his early retirement from  his job. He reported tha t they had worsened in recent 
years due to  frequent changes in medication.
In M r Smith's case his initial feelings o f sickness were interpreted as potentia lly the 
beginnings o f a panic attack where the feared consequence was that he w ill pass out. This 
led to  a feedback loop in which misinterpretations o f body sensations produce increasing 
anxiety, which in turn strengthened sensations, producing a vicious circle tha t culminated in 
a panic attack. Our approach used cognitive and behavioural techniques and focused upon 
the identification and modification o f m isinterpretations o f bodily sensations and exposure 
work to  allow M r Smith to  experience a disconfirmation o f the catastrophic 
m isinterpretations. Following our work over 8 sessions, M r Smith showed a greater 
awareness o f the origins and maintaining factors fo r his panic, however he still relied 
primarily upon medication to  'solve the problem'. A reformulation was considered from  a 
motivational perspective.
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An Assessment of Cognitive and Social Functioning and Anger 
with a 19 year old young man referred to a Community Team 
for People with Learning Disabilities.
Learning Disability Case Report Summary 
April 2010 
Year 2
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This case report describes an extended assessment w ith  a 19 year old man called Christian 
referred to  a Community Learning Disability Team by his GP. The referral described his 
longstanding difficulties w ith reading and writing and how these affected his progress at 
school. Both the GP and Christian fe lt tha t his intellectual difficulties and difficulties w ith 
socialising and everyday skills could indicate a learning disability. Christian's anger was also 
raised as a referral issue. A cognitive assessment was requested. The ethics and 
appropriateness o f this referral was considered and consent fo r a holistic assessment o f 
Christian's functioning, in line w ith current guidelines, was sought.
The results o f the WAIS-III cognitive assessment demonstrated tha t Christian did have 
problems w ith thinking quickly using verbal information and abstract reasoning using both 
verbal and non-verbal information. Christian's full scale IQ fell into the borderline range. 
However, interviews w ith both him and his mother revealed tha t he had difficulties in many 
areas o f social and daily living skills and required support w ith  these. A bio-psycho-social 
model was used to  form ulate the interaction and maintenance between Christian's 
practical and emotional difficulties. Christian's anger reflected low self esteem and a fear o f 
losing his mother, whom he depended upon. The complexity o f the ir relationship was 
reflected upon, and how this was mirrored by the changing emotional impact o f the clinical 
work on myself.
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Motivational and systemic work with an 18 year young man 
referred by a Youth Offending Team.
Child and Adolescent Mental Health Oral Case Report Summary
September 2010 
Year 2
206
This oral presentation o f clinical work focused upon an extended piece o f work w ith an 18 
year old client, Luke, who was referred to  the psychology service in a Youth Offending Team 
(YOT). He was referred by his YOT officer fo r concerns about his anger, the role it might 
have played in his offence and about his sexual identity. I had concerns about my ability as 
a therapist to  engage w ith Luke and fe lt tha t the differences in gender, ethnic origin, 
background and class were huge barriers to  engaging w ith  him and building a therapeutic 
relationship. This was reflected upon extensively in supervision. I met w ith  Luke initially at 
the YOT to  find out more about his difficulties and to  complete some psychometric 
measures: the Beck's Depression, Self Esteem and Anxiety and Anger Inventories fo r Youth. 
From our first session it became clear tha t Luke had a d ifferent view about what was 
d ifficu lt fo r him to  that o f his YOT officer. He talked a lot about feeling as things always 
went fo r him and tha t he fe lt his friends were moving on w ithou t him. His account o f his 
fam ily history highlighted that he fe lt angry towards his father fo r leaving the family and his 
mother placed few rules and restrictions upon him.
In building a relationship w ith Luke discussions about where we were located in terms of 
the statutory requirements o f his YOT order were frequent. This became especially 
im portant when Luke was 'breached' fo r failing to  attend other compulsory appointments 
as part o f his order. I attended the panel meeting where the breach was discussed w ith 
Luke and I fe lt tha t this was an im portant learning point fo r me in terms o f developing 
consultation skills and fo r my therapeutic relationship w ith  Luke. Towards the end o f our 
work together Luke revealed tha t he lacked confidence in his literacy skills and he had 
problems w ith his memory. We talked about the pros and cons o f doing some cognitive 
assessment work and Luke decided it would be helpful to  understand his strengths and 
difficulties. A t the end o f my placement it was agreed tha t my supervisor would continue 
the cognitive assessment w ith Luke. Luke successfully completed his YOT order and passed 
his first year at college, improvements in his Becks Self-Esteem and Anger Inventory scores 
placed him in the non-clinical range.
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An extended assessment, focusing on personality, with a man 
in 40s detained in a high secure hospital
Specialist Placement Case Report Summary 
May 2011 
Year 3
208
This case report describes an admissions assessment w ith a man in his 40s in the context o f 
his admission to  a high secure hospital a fter a violent index offence. The difficulties o f 
working w ith and managing risk in this environment were discussed and reflected upon. 
The client, M r Harper, had a longstanding history o f abuse and neglect and early 
behavioural difficulties. During adulthood had been unable to  hold a job  and had been 
committed a number o f offences. He had experienced severe problems w ith  emotional 
regulations and interpersonal functioning, often using substances to  manage difficu lt 
feelings.
The assessment used measures o f personality and interpersonal functioning in context o f 
information gained during interview. M r Harper scored at the ceiling o f the measures used 
indicating a 'cry fo r help' response style. His scores showed he reported experiences 
consistent w ith  a diagnosis o f Borderline personality disorder. The impact o f this diagnosis 
in the context M r Harper's detention and possible psychological interventions was 
considered.
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